> 





—— 








VOLUME IX 


JULY, 1916 


NUMBER 7 








Southern Medical Journal 


Journal of The Southern Medical Association 








TABLE OF CONTENTS 


MEDICINE. 


The Dosage of Digitalis. J. T. Hal- 


sey, New Orleans, La 


Influence of the Injection of Blood on 
Anemia and Infections in Children. 
J. Spencer Davis, Dallas, Tex 


Common Sense and the Fever Ther 
mometer vs. the Stethoscope -and 
the Microscope in the Diagnosis. of 
Early Pulmonary Tuberculosis. Sam 
E. ‘Thompson, Carlsbad, Tex._.--.- 


Rest and Exercise: in Tuberculosis. 
Thompson Frazer, Asheville, N. C. 


Bronchial Gland Tuberculosis, 
E. Lapham, Highlands, -N. C 


Mary 


The Recognition and Treatment of 
Occult Tuberculosis... Silvio von 
Ruck, Ashevilie,; N. C 


AUTHOR'S. ABSTRACTS: | On the Early Di- 
agnosis of Gas Cancer, Julius Frieden- 
wald,. Baltimore, Md.; The Determination 
of Alveoiar Carbon Dioxid Tension by a 


Simple Method, W. McKim Marriott, ee as 


timore, Md. 


TROPICAL DISEASES AND PUBLIC 
HEALTH. 


Health Conservation Through Life In- 
‘surance Companies. John L. Davis, 
Waco, Tex. 


What Life Insurance Companies Can 
Do for Betterment of the - Public 
Health. M.°M. Smith, Dallas, Tex. 


The Relation of Insurance Medicine 
and Periodical Health Tests to Gen- 


583 


588 


595 


eral Practice. W. O. Pauli, Cincin- 


nati, Ohio 


Papers of Drs, Davis, Smith and Pauli 
discussed by J. H. Florence, Hous- 
ton, Tex.,.and J. D. Saunders, Fort 
Worth, Tex, 


Hay Fever in the Southern States. 
W. Scheppegrell, New Orleans, La. 


| SURGERY, GYNECOLOGY, OBSTET- 
| RICS AND GENITO-URINARY DIS: 
EASES. 


Treatment of Ureteral. Stricture with 
Special Reference to Retrograde 
Dilatation. Guy L. Hunner, Balti- 
more, Md. 


Diseussed. by Bransford Lewis, St. 
Louis, Mo.; F. G. DuBose, Selma, 
Ala.; Av I. Folsom, Dallas, Tex.; 
Denegre. Martin, New Orleans, La.; 
Geo. T. Tyler, Greenville, S.C. 


The. Treatment of Scoliosis. Edward 
S. Hatch; New Orleans, La 


Diseussed by Willis Campbell, Mem- 
phis, ‘Tenn. 


Acute Infections of the Kidney. Jos. 
Hume and Samuel Logan, New Or- 
leans, La. . 


AUTHOR'S ABSTRACTS: Dystocia Due to 
Ascites in Foetus with.-Persistent Cloaca, 
Kenneth M. Lynch, Charleston, S.C; 
Reflex Vesical Irritation, J. N.. Upshur, 
Richmond, Va.; Pituitrin, A, Duncan, 
Graham, Texas; Longitudinal Inversion of 





(Concluded on next page) 


633 











“Chicago Laboratory, 25 E. Washington Street.Chicago, IIl., see page 32” 

















TABLE OF CONTENTS—Conéluded 


RAILWAY SURGERY. 


First Aid Package. R. 
Heuston; Tex. oii ce ea 
First Aid to the Injured. Duncan Eve, 
Nashville, Tenn. ~.. +2 ik. Secs 2 le. 


Treatment of Compound Fractures. 
Southgate Leigh, Norfolk, Va. __.- 


Primary Treatment of. Accidental 
Wounds. Joseph C. Bloodgood, Bal- 
timore, “Mg.. 225 ee 5 Se ee 


EYE, EAR, NOSE AND. THROAT. 
Some Observations of Syphilis of the 


Eye, Ear, Nose and Throat. S. Kirk- 
patrick, Selma, Ala. _---- .------- 


Discussed by E. H. Cary, Dallas, Tex; 


The Injection of the Ganglion of Gas- 
ser Through the Foramen Ovale. 
H. H. Martin, Savannah. Ga 


A Case of Dermoid of the -Corneo- 
Scieral Margin. Adolph O. Pfingst, 


codisville, My. “ic se sss tet SS 657 


AUTHOR’S ABSTRACTS: The After Treat 
ment in Submucous Resection of the Nasal 
Septum, Sam N. Key, Austin, Texas 


EDITORIALS 


Secretary Daniels and the Navy Med- 
ical Corps. 

Who Is Responsible for Typhoid Fe- 
ver? 

Shick’s ‘Test for Diphtheria Suscepti- 
bility. 

The History of Cinchona as a Thera- 
peutic Agent. 

The First Aid Movement. 

Prescription “Substitution.” 

Merger of Three Philadelphia Medica! 
- Colleges. 

The Elimination of Tuberculosis. 


BOOK REVIEWS 
SOUTHERN MEDICAL NEWS 
PLACEBOES 

















Rational Procedure 


in 


Summer Diarrhea 


For Infants 


of any age 


Mellin’s Food 


4 level tablespoonfuls 


Water (boiled, then cooled) 


16 fluidounces 


Give one to three ounces every hour or two, according to the age of 
the baby, continuing until stools lessen in number and improve in character. 
Milk, preferably skimmed, may then be substituted for water — one 
ounce each day— until-regular proportions of milk and water, adapted to 


the age of the baby, are reached. ~ 
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“OPERATIVE 
THERAPEUSIS 
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because it comprises the actual work 











“QPERATIVE 
THERAPEUSIS 


“It is compact, free from padding, 
up-to-date in every particular and 
contains 
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reminiscences 
and recollec- 
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tiring or re- 
tired.”” 
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Wallace, 

M. D., 
Chattanooga, 
enn. 


“The article 
on hernia a- 
lone is fast 
educating 
the men in 
this city who 
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agreed in proclaiming 


OPERATIVE THERAPEUSIS 


Edited by ALEXANDER BRYAN JOHNSON wb oatay 
The Surgical Success of the Century 


within its 
five volumes 
a mass of 
surgical in- 
formation 
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secure.”’ 
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Secord, 
M.D., C.M. 
Brantford, 
Ontario, 
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“Information 
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wants to de- 
liver the best 
possible re- 





—Charles C, 
Harrold, 
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Macon, Ga. 
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professional 
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What the Profession is Saying About It? 


sults to the 
patient.’’ 
—Russell E. 
Stone, 
M. D., 
New Orleans. 








need. Skill 
in instrumentation is no less im- 
portant than an accurate knowledge 
of remedies. It makes for greater 
success in general work.’’ 
—James M. Anders, M. D., 
Philadelphia, Pa. 


“It has given me much reliable in- 
formation on points that I could not 
find elsewhere.’’ ‘. 
—Richard R. Smith, M. D., 
Grand Rapids, Mich. 


“‘A wonderful work for the Surgeon, 
remote from the clinical centers.’’ 
—E. M. Myers, 

Boone, Iowa 


“It enables one to get the salient 
points with the east expenditure of 
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—George W. Green, M. D., 
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—John Patterson, M. D., 
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—W. D. Webb, M.D., Georgetown 
University, Washington, D. C. 








These appreciations are only a few of 
hundreds which have been coming to us 
from doctors everywhere who are welcom- 
ing it as a momentous addition to surgi- 
cal literature. It is interesting to note 
the wide area which these letters cover, 
for this fact is more significant of the 
value of OPERATIVE THERAPEUSIS to 
the profession than anything we 
can tell you about it. Its success 
to date has more than confirmed 
our advance prediction that it 
would be a monumental work. 


28 Plates and 2250 Specially 
Drawn Illustrations 





“It gives the 
operator a viewpoint extending be- 
yond the amphitheatre.”’ 
—James E. Moore, M. D., 
University of Minnesota. 


“Unlike many other works in sur- 
gery, it contains the technique of the 
everyday procedure as well us that 
of the major operation.” 
—Irwin H. Mudge, M. D., 
Westfield, N. Y. 
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| St. Elizabeth’s Hospital 


617 West Grace St., Richmond, Va. 

A thoroughly equipped and modern private hospital for surgical and 
gynecological patients. Absolutely fire-proof—a desirable requirement ’ rt 
in any building, but a ity ina gical hospital. Ventilation per- ; 
fect—due to general design of architect who is an authority on ventila- 
tion, and also to the patent Austral windows, which direct the air cur- 
rent towards the ceiling and not on the patient. {Only graduate nurses 
are employed. {All modern conveniences, such as silent electric light 
signals for patients, vacuum cleaners built in the wall and long dis- 
tance telephone connection in every bed room. {Two large and com- 
plete operating rooms with northern light are on the top floor, where 
they are practically free from dust. The hospital is open the entire 
year. No wards, only single or double rooms, with or without private 
bath. Rates $2.50 per day and up. §A limited number of graduate 
nurses received for post-graduate instruction. 

Superintendent, MISS JOSEPHINE McLEOD, A.B., Graduate Nurse 
of Johns Hopkins Hospital. 

J. SHELTON HORSLEY, M.D., Surgeon-in-Charge. 




















Albuquerque Sanatorium 
FOR TUBERCULOSIS 


Albuquerque, - - New Mexico. 


Altitude 5,100 Feet. Rates Moderate. No Extras. Climatic Conditions 
Unsurpassed 


A private sanatorium where the closest personal attention is given 
each patient. Complete laboratory and 2:-Ray equipment for diagnos- ; 
tic purposes. Compression of the lung and sun-bath treatment after 
the method of Rollier. Steam heat, hot and cold water, electric lights, ' £ 
call bells, local and long-distance telephones and private porches for y 
each room. Bungalows, if desired. 

Situated but 1% miles from Albuquerque, the largest city and best 
market of New Mexico, permits of excellent meals and service at a 
moderate price. Write for Booklet B. 


A. G. Shortle, M.D.—Associate Physicians—L. S. Peters, M.D. 





CURRAN POPE A. THRUSTON POPB 





fans, modern plumbing and new furnishings. Solicits chronic cases, functional and or- 
ganic nervous diseases, diseases of the stomach and intestines, rheumatism, gout and 
uric acid troubles, drug habits and non-surgical diseases of men and women. No insanity or 
infectious cases treated. Bed-ridden,cases not received without previous arrangement. 
Hydrotherapy, Mechanical Massage, Static, Galvanic, Faradic, High Frequency, Arc Light and X-Ray 
Treatments given by competent Physicians and Nurses under the immediate supervision of the Medical 
Superintendent. Special laboratory facilities for diagnosis by urine, blood, sputum, gastric juice and 
X-Ray. Recreation hall with pool and billiards for free use of patients. 
Rates $25 per week, including treatment, board, medical attention and general nursing. Send 
for large illustrated catalog. The Sanatorium is supplied daily, from the Pope Farm, with veg- 
etables, poultry and eggs; also milk, cream, butter and buttermilk from its herd of registered 


Jerseys. THE POPE SANATORIUM 


Long Distance Phones Incorporated LOUISVILLE, KENTUCKY 
CUMB. M. 2122 HOME 2122 Established 1890 115 West Chestnut St., 


\ MODERN up to date private infirmary equipped with steam heat, electric light, electric 
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Chestnut Lodge 


Rockville, Maryland 


Near Washington, D. C. Baltimore & Ohio Railroad and 
Electric Line from Washington. 


This Sanitarium under experienced management offers 
superior advantages for the treatment of patients suf- 
fering from Nervous and mild Mental Diseases, and for 
elderly persons needing skilled care and nursing; com- 
bining the equipment of a modern Phycopathic Hos- 
ye with the appointments of a refined home. The 

ydrotherapy Department is complete in every detail 
including the Nauheim Baths for Arteriosclerosis, 
Heart and Kidney Diseases. 


DR. E. L. BULLARD, Physician-in-Charge 











FOR SURGICAL 


The Davis Infirmary #2 cs: 











— Wolfe 1} pital Training School 





J. D. S. DAVIS, M.D. BIRMINGHAM, ALA. for Nurses. 








SOUTH MISSISSIPPI INFIRMARY 


Organized 1901 Hattiesburg, Miss. 
W. W. CRAWFORD, M. D., Surgeon-in-chief > 


SURGICAL AND MEDICAL 











DR. MARY E. LAPHAM DR. STURTEVANT MACPHERSON, Resident Physician 


Highlands Camp Sanatorium 
HIGHLANDS, N. C. 








A fully equipped private 
institution for the treatment 
of diseases of the lungs and 
throat situated amid beauti- 
ful surroundings in_ the 
mountains of Western North 
Carolina at an altitude of 
3850 feet (greatest altitude 
of any town east of the 
Rocky Mountains). 





SYMPTOMATIC 
FOOD—The very best the market affords. 


NURSING—Head nurse, two trained 
nurses, one special nurse for diet cooking. 


ALTITUDE AND CLIMATE—3,850 feet 
above sea level. This height, together with 
the southern latitude, produces an ideal 
year-round climate for the treatment of 
pulmonary troubles. Increases resistance 
through the rise of blood pressure, number of 
red blood cells and per cent. of hemoglobin— 
is singularly bracing and strengthening—a 
strong tonic to digestion. 











For Booklet Write 


Frank 0. Coburn 


Manager 








Steam heat, electric lights 
and cal] bells and all other 
modern conveniences. Com- 
plete X-Ray equipment. The 
latest approved methods of 
Europe and America used. 

Daily auto livery service 
between Highlands and 
Seneca and Walhalla, S. C. 
WINTER CLIMATE IDEAL 





ARTIFICIAL PNEUMOTHORAX 
—This was the first Sanatorium in 
he United States to adopt the com- 
pression of the lung by artificial 
Pneumothorax. We have been using 
this method for over six years 


with marked success. 
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FOR SURGICAL AND 


HoLMES SANATORIUM ¢yxecovocicaL 


CORNER FOURTH AVENUE AND EAST FIRST STREET 
ROME, GEORGIA Chartered Training School 


J. B. S. HOLMES, M.D., Surgeon-in-Chief. for Nurses. 











OXFORD RETREAT 


OXFORD, OHIO 
Nervous and Mental Diseases 
Alcohol and Drug Addictions 


FOR MEN AND WOMEN 


96 Acres Lawn and Forest. Buildings Modern and 
First Class in all Appointments. Thoroughly 
Equipped. Of Easy Access—39 Miles 
from Cincinnati, on C. H. & D. 

R. R. 10 Trains Daily 


THE PINES 


An Annex for Nervous Women 
Write for Descriptive Circular 
R. HARVEY COOK, M.D. Physician-in-chief 

















l ST. LUKES NOSP Tay 


Ric hmend Va. 





fr 




















| Dersonally conducted by Heinerl MGuire 
for the Accommodation of fis Surgical Patients. 4 


yA 
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e : * For the Treatment of MENTAL and NER- 

i 1 { \ / 1 eC Ww VOUS DISEASES and the ADDICTIONS. 
y New fifty Room Department completed January, 

e e 1915. Now have two new buildings. One for each 

sex. A thoroughly modern and fully equipped pri- 

San | farl U mM vate hospital, operating under state license. Large 
commodious buildings offering accommodations 


Geses (ESTABLISHED 1907) SN «= to meet the desires of the most exacting. Situated 
out of town in a quiet, secluded place. Large 


a eee — Physician-in-charge = -nady grounds. Specially trained nurses. Two 
Telephone Main 2928 resident physicians. Capacity 65. References: 
° Rural Route No. 1. Nashville, Tennessee Medical Profession of Nashville. 














VON ORMY COTTAGE SANITARIUM 


For the Treatment of Tuberculosis 
VON ORMY, TEXAS. 


i. Ss. mann A.B., M.D., Medical Director 
. R. GA STON, er Manager 
COOL, Aocat Manager 


An institution designed cha the proper care of tubercu- 
lar patients at moderate rates. 

Splendid all year ’round climate. 

Beautifully located on the Medina River near San An- 
tonio. Our own dairy and egg supply. 

Tuberculin, autogenous vaccines and artificial pneumo- 
thorax used where indicated. 

Hopeless last stage cases not admitted. 

Rates: $15.00 and $18.00 per week. 


Write for booklet. 











Arlington Heights Sanitarium 
P. O. Box 978, Fort Worth, Texas. 





For Nervous Diseases, Selected 
Cases of Mental Diseases, 
Drug and Alcohol Addictions, 

(Incorporated under Laws of Texas) 

WILMER L. ALLISON, M.D 


Resident Physician 
JAMES D. BOZEMAN, M.D., 
Resident Physician 
BRUCE ALLISON, M.D., 
Re. sident Physician 
JOHN S. TURNER, M.D 
Consulting Physician 
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GLOCKNER SANATORIUM COLORADO SPRINGS, COL. 


CLIMATE 
CARE 
COMFORTS 


For 
Pulminary 


Cases 


FOUNDED IN 1889 SOUTH FRONT 
A $300,000 Sanatorium with surgical annex, modern buildings and equipment. Located amid scenic grandeurs. For 25 years success- 
fully engaged in caring for the health-seeker. Rates $15 to $35 per week. Write for catalog. mentioning this Journal. 

















DR. BARNES’ SANITARIUM] | Dr. Livingston’s Hospital 








STAMFORD, CONN. HOT SPRINGS, ARKANSAS 
FOR MENTAL AND NERVOUS DISEASES : 

_ weep on ee Rates $10.00 to $35.00 per week, including room, 
Splendid location overlooking Long Island Sound board, general nursing and medical attention. 
and City. Facilities for care and treatment un- y z + : 
surpassed. Separate department for cases of Examination and surgical operations extra. 
inebriety. 50 minutes from New York City. Address, 


For terms and information apply to 


JOS. J. LIVINGSTON, M.D. 


Physician and Surgeon in Charge 


F. H. BARNES, M.D. 


STAMFORD, CONN. Long Distance Telephone 1867 




















CINCINNATI SANITARIUM “733% 


FOR MENTAL 4ND NERVOUS DISEASES 
A strictly modern hospital fully equipped for the scientific treatment of all nervous and 
mental affections. Situation retired and accessible. For details write for descriptive pamphlet. 





eee 





F. W. Langdon, M.D., Medical Director 
B. A. Williams, M.D., Resident Physician 
Emerson A. North, M.D., Resident Physician 


H. P. Collins, Business Manager, Box No. 4, 
College Hill, Cincinnati, Ohio. 
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The Hendricks Sanitorium, 5! fase, Texas 


























THE MOST MODERN SANATORIUM 
FOR THE TREATMENT OF TUBERCULOSIS 
Physicians of the South and Southwest are Urged to Investigate 
All Rooms connect with Private Bath--All Rooms have Private Sleeping Porches 
Fireproof Construction 
NO BETTER CLIMATE—WINTER OR SUMMER 


R. D. HARVEY, Cc. M. HENDRICKS 
President Asteaax Hateioue Medical Director 














DR. BRAWNER’S SANITARIUM, ATLANTA, GA. 


FOR NERVOUS AND MENTAL DISEASES, GENERAL INVALIDISM AND DRUG ADDICTIONS 








Woman’s Building A Cottage Main Building Playing Croquet 
The sanitarium is located on the Marietta trolley line. 10 miles from center of city, near a beautiful suburb, . BD nog consist of 86 
acres. Buildings are steam heated, electrically lighted. and many rooms have private baths. Patients have m such as tennis, 
— oe . ball and aut biling. Reference: The Medical Profession of Atlanta. Address DR. JAS. N. GRAWNER, °701- 2 Grant Bidg., 
anta, Ga. 


i% Bini". v. ST.ALBANS SANATORIUM, Inc. !3.%5xu"""” 
Radford, Virginia 


The Hydrotherapy Department is complete in every de- 
tail. Continuous, Nauheim and Tonic Baths. 

Special emphasis given to Rest, Diet, Occupation, Mas- 
sage and Electricity. 

Clinical Laboratory fully equipped. 

A thoroughly equipped and modern Private Sanatorium 
for the diagnosis and treatment of chronic medical, nerv- 
ous, and mild mental disorders. It is situated 2,000 feet 
above sea level in the famous blue grass region of Vir- 
ginia. There are two large Colonial brick buildings con- 
nected by a sun parlor 105 feet long. Rooms single or en 
suite, with or without private baths. Accommodations for 
fifty patients. Modern and approved methods used in 
every department. The nurses are specially trained to 
care for nervous patients. 

For details write for descriptive pamphlet. 
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LYNNHURST SANITARIUM 


For Nervous Diseases, Mild Mental Disorders; an Improved Treatment for 
LEG ne Addiction, which Eliminates — and Craving 


SITUATED in the su- 
burbs of Memphis, on 22 
acres of beautiful wood- 
s_ land and ornamental 
at) shrubbery. Modern and 
approved methods in 
2 2 construction and equip- 

he ment. Thorough ven- 
Hd ash tilation, sanitary plumb- 
ing, low pressure steam 
heat, electric light and 
fire protection. Pure 
water, experienced 
nurses. 














New Buildings Completed in March, 1915. 


Special facilities for giving hydrotherapy, electrotherapy, 
massage, physical culture and rest treatment 


S. T. RUCKER, M. D., Office, Goodwyn Institute MEMPHIS, TENN. 














THE POTTENGER SANATORIUM ttkcs'4no* treat. 


MONROVIA, CALIFORNIA A thoroughly equipped institution 
for the scientific treatment of tuber- 
culosis. High class accommodations. 
Ideal ali-year-round climate. Sur- 
rounded by orange groves and beauti- 
ful mountain scenery, Forty-five min- 
utes from Los Angeles, F. M. Pot- 
tenger, A.M., M.D., LL.D., Modes 
Director. J. E. Pottenger, A.B. 
Assistant Medical Director and Cited 
of Laboratory. George H. Evans, 
M.D., San Francisco, Medical Con- 
sultant. For particulars address: 
POTTENGER SANATORIUM, 
Monrovia, California. 


Los Angeles Office: 1100-1101 Title Ins. 
Bidg., Fifth and Spring Streets. 














WAUKESHA SPRINGS SANITARIUM 

For the Care and Treatment of 
NERVOUS 
DISEASES 


Building Absolutely Fireproof 
BYRON M. CAPLES, M.D., Supt. 
Waukesha, Wis. 
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THE MILWAUKEE SANITARIUM 


WISCONSIN, For Mental and Nervous Diseases ESTABLISHED 


Located at Wauwatosa (a suburb 
of Milwaukee) on C.M.&S8t.P. 








utes from all cars. Two lines 
street cars. Complete facilities | 
and culpa as heretofore 
announced. {New Psychopathic 
Hospital; continuous baths, 
fire-proof ng, separate 
— {New West House; 
suite with private fj 
baths. {New Gymnasium and 
Recreation Building; physical 
Po ag new “Zander” ms- cowinas West House Uffice and Bath House Psychopathic Hospit 





es, shower baths. {Modern 
Bath house; hydrotherapy, electrotherapy, : ees en coy AR vn hill, forest os, lawn. Five houses. Individualized 
treatment. CHARD DEWEY, A. CHANEY, . E. ROBINSON, M.D. 


M.. M.D 
CHICAGO OFFICE: Marshall Field Annex Bullding, 25 East Washington St. Wednesdays ? to 3, except July and August. 
Descriptive Booklet will be sent upon application. 











; 9 * a 
Dr. Watson's Sanitarium 
OKLAHOMA CITY, OKLA. 

For the Treatment of GOITER and Diseases of the Glands of Internal Secretion 


LEIGH F. WATSON, M. D., Medical Director 
OFFICE: 419 COLCORD BUILDING 


MRS. E. A. SMITH, R. N., Superintendent 











Dr. Sprague’s 
Sanatorium 


for nervous and mild mental diseases, 
liquor and drug addictions. Twenty- 
five years experience in treating these 
cases. Especially trained nurses. 


Hydrotherapy, Electricity, Vibration, 


Massage. A psychopathic hospital for 
acute cases, combined with comfort- 
able home for quiet patients unable to 


live in private families. For the latter 
cases, low rates are made for extended 
Lexington, Kentucky periods. 81 acres. New buildings. 
Beautifully wooded grounds. Resi- 
dent musicians. In and out door games. 


Address, 


GEO. P. SPRAGUE, M.D., 
Lexington, Ky. 
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THE CHESTON KING SANITARIUM 


PEACHTREE ROAD, ATLANTA, GA., R. F. D. No. 4. 


SUCCESSOR TO HOWELL PARK SANITARIUM 


For the treatment of 








and yet will not come in contact with any objectionable case. 


Mail Address: 


THE CHESTON KING SANITARIUM 


Nervous and Mental Diseases 
Alcohol. and Drug Addictions 


The South’s most beautiful Sanita- 
rium, completed August, 1914, on acre- 
age of Peachtree Road, twenty min- 
utes drive from Atlanta, and situated 
between the Capital City County Club 
and Greater Oglethorpe University. 
The buildings are of concrete, pressed brick 
and tile room, all rooms are outside, with a 
purpose single to light and ventilation. Com- 
plete system of baths. The water supply is 
from an artesian well. 

There is installed in all the buildings 
vapor heat and the indirect lighting system. 
All of the latest approved treatments are 
used. Patients admitted to our Sanitarium, 

can have all the rest and exercise indicated 
A physician is in constant attendance. 


ATLANTA, GA., R. F. D. No. 4. 

















The Watauga Sanitarium, Ridgetop, Tenn. 


In the Foothills of Tennessee’s Beautiful and Picturesque Mountains 


STAFF: 
DR. WILLIAM LITTERER, 
ee ee 
R. RYAN 


surgeon. ¥ Chief. 
J. M. KIN 


Dermatologist 
DR. G. C. AGE, 

Eye, Tay a and Throat 
DR. 0. N. BRYAN, 

—- lan. 
DR. CHAS. A. ROBERTSON, 


X-Ray Diagnosis. 


or Mr. James A. Yowell, Mr. Joe E. Yowell, Sec.-Treas., 623 Stahlman Bldg., Nashville, Tenn. 


For Tuberculosis in All Forms 
Location ideal, elevation about 1,000 feet, buildings modern hot and 
cold running water, lighted with gas, perfect sewerage, excellent water 
supply. The Sanitarium operates it own dairy and truck farms. Equip- 
ment includes our own steam laundry, and is in every way up to now. 
Tuberculins and Vaccines Administered in suitable cases. Hydrotherapy 
modified after the method of Rollier. Rates very reasonable. Address 


THE WATAUGA SANITARIUM, Ridgetop, Tenn. 
































NEW MEXICO COTTAGE SANATORIUM 


E. S. BULLOCK, M.D. WAYNE MacVEAGH 
Physician-in-Chief WILSON, Manager 


For the treatment of 


TUBERCULOSIS 


No region in the world equals the high altitude sec- 
tion of the southwestern portion of the United States 
for the treatment of tuberculosis. And of all the cities 
and towns in this section, SILVER CITY stands pre- 
eminent as a health resort. 

Wonderful all-year-round climate. Moderate winters. 
Cool summers. Over three hundred days of sunshine 
each year. Hemorrhages rare. Night sweats unknown. 

Splendidly equipped institution. Tuberculin in se- 
lected cases. Artificial pneumothorax. Heliotherapy. 
X-ray. Rates for Ambulant Patients from $20.00 to 


$32.50 per week. No extras. 
Write for Descriptive Booklet C. Silver City, New Mexico 
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= The Tucker Sanatorium, Inc. 








; a Y Madtoon and Franklin Streets 
a JN RICHMOND. VIRGIN 

: rN }| This is the Private Sanatorium of Dr. Siren R. Tucker 
eG The Tucker Sanatorium is for the treatment of nervous 
diseases. Insane and acute alcoholic cases are not taken. 
The Sanatorium is large and bright, surrounded by a 
lawn and shady walks and large verandas. It is situated 
in the best part of Richmond and is thoroughly and mod- 
ernly equipped. There are departments for massage, 
medicinal exercises, hydrotherapy, occupation and elec- 
tricity. The nurses are especially trained in the care of 
nervous cases. 


Or. Morse’s Sanatorium for Tuberculosis 


HENDERSONVILLE, NORTH CAROLINA. 

Twenty miles south of Asheville, on the main line of the 
Southern Railway between Cincinnati and Charleston. Prob- 
ably the finest all-year-round climate in America. Large num- 
ber of days of sunshine. Altitude 2300 feet above sea level. 
Stimulating air. Mountain scenery of great beauty. In the very 
center of the “LAND OF THE SKY.” The sanatorium is espe- 
cially. adapted to the treatment of the tuberculous. Private 
sleeping- out piazzas for every patient. All modern conven- 
iences and good service. Every health-giving condition is 
supplied. Eighteen acres of natural parkland surround the 
sanatorium—a scientific institution amid ideal conditions. Phy- 
sician lives in the sanatorium. Rates $17.50 to $30.00 per 
week. Booklet on application. 


DR. MORSE’S SANATORIUM, Box 395, Hendersonville, N. C. 


DR. BOARD'S 'SANATORIUM 
































OFFICERS 
AND DIRECTORS 
Dr. Milton Board, 

Pres. and Supt. 

(Late Supt. West Ky. Asylum 
for the Insane.) 

(Late Member of Kentucky 
State Board of Control 
Charitable Institutions.) 

Dr. J. T. Windell, 
Vice-President 


TELEPHONES 
Cumberland . . .S. 480 


Or. Earl Moorman, 
Secretary and Assistant 


Dr. W. E. Gardner, 
(Supt. Central Ky. Asylum) 
Or. A. T. McCormack 
Dr. Leon L. Solomon, 
Dr. Irvin Abell 


REFERENCE 
The Medical Profession 


of Kentucky. 


(=) 











A modern, thoroughly equipped private institution for the treatment of MEN- 
TAL AND NERVOUS DISEASES, DRUG ADDICTIONS AND ALCOHOLICS. 

Situated in the heart of the city, convenient and easy of access, yet quiet and 
secluded. Opposite beautiful Central Park. Terms $20.00 to $35.00 per week. Out- 
side patients charged office fees. For further information address 


DR. MILTON BOARD, Supt., 1412 Sixth St., Louisville, Ky. 
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The Meriwether Hospital and Training ; 


School for Nurses, Inc. 
ASHEVILLE, N. C.' 


Since the death of Dr. F. T. Meriwether, his mag- 
nificent institution has been converted into a gen- 
eral hospital, receiving Surgical, Gynecological and 
Medical cases. The staff as selected by the man- , 
agement is as follows: 

MEDICAL—Dr. C. P. Ambler, Dean; Dr. M. L. 

Stevens, Dr. C. E. Cotton. 

SURGICAL—Dr. Eugene B. Glenn, Vice-Dean; Dr. 

F. Webb Griffith, Dr. A. F. Reeves. 

EYE, EAR, — AND THROAT—Dr. E. R. Rus- 
sell, Dr. J. B Poi age R. G. Buckner. 

NEUROLOGY_Dr. Sm - 

GASTROENTEROLOGY -D, A. W. Calloway. 

DERMATOLOGY—Dr. W. C. Brownson. 

PEDIATRICS—Dr. L. W. Elias. 

G. U. AND DISEASES OF THE RECTUM—Dr. 

P. R. Terry. 

ANESTHETIST AND HOUSE PHYSICIAN—Dr. 

W. J. Hunnicut. 











ALL COMMUNICATIONS SHOULD BE ADDRESSED TO 
MISS FLORENCE PITTS, Supt., or DR. B. M. MERIWETHER, Bus. Mgr. 


24 Grove Street, Asheville, North Carolina 














Glenwood 
PARK 


DOWNEY HOSPITAL 


A new, modern, up-to-date 
two-story building with roof 








Succeeding Telfair Sanitarium 
Cc. W. Ashworth, M. D., Superintendent 


A strictly ethical institution offering superior advantages for the scien- 
tific treatment of Nervous Diseases, Drug and Alcoholic Addictions. A 


NORTH CAROLINA 


e . 
garden, equipped with steam 
signal system and new furn- 
GREENSBORO ishings. All rooms outside, 


with or without private bath; 
hot and cold water in each. 
Fully equipped sterilizing and 
operating rooms. Patients 
admitted suffering from 
Gynecological, Obstetrical, 
Abdominal and General Sur- 





gical conditions. Limited number san medical cases accepted. No 


modern building of 30 rooms, well heated and lighted and fully 
equipped with hot and cold baths, up-to-date electrical apparatus, etc. contagious, alcoholic or mental cases admitted. Trained gradu- 
Charming location in quiet suburb, where all publicity can be avoided ate nurses and excellent training school. For further information, 


Patients given humane treatment. Originators of the ‘Twilight 
Sleep’? treatment for drug addiction. Gradual reduction method also address DOWNEY HOSPITAL, Gainesville, Ga. 
used tn habit cases. Descriptive booklets for both systems will be 


sent on request. Write for terms. 
OCONOMOWOC 


cba isetseaaesdeclaed HEALTH RESORT WISCONSIN 


For Nervous and Mild Mental Diseases and Addiction Cases 


Five minutes walk from Interurban between Oconomowoc and Milwaukee 
On main line C. M.& St. P. Ry. 30 miles west of Milwaukee. 

Built and equipped to supply the demand of the neurasthenic, bor- 

der-line and undisturbed mental case, for a high-class home free from 
contact with the palpably insane, and devoid of the institutional at- 
mosphere. 

Forty-one acres of natural park in the heart of the famous Wiscon- 
sin Lake Resort region. Rural environment, yet readily accessible. A 
beautiful country in which to convalesce. en 

The new building has been designed to encompass every require- , 
ment of modern sanitarium construction, the comfort and welfare of 
the patient having been provided for in every respect. The bath de- 
partment is unusually complete and up-to-date. 

Number of patients limited, assuring the personal attention of the 
resident physician in charge. 


Arthur W. Rogers, B. L., M. D. Resident Physician in Charge 























New Building Absolutely Fireproof 
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FOR THE TREATMENT 
OF 


Drug Addiction, Alcoholism, 
Mental and Nervous Diseases 







PETTEY & WALLACE 
958 S. Fifth Street SANITARIUM 


MEMPHIS, TENN. 










class instituti Strinly 
#hi. J Cc. lef. q * B est 
accommodations. 

Resident physician and trained 
nurses. 

Drug patients treated by Dr. 
Pettey’s original method under his 
personal supervision. 

Detached _buildi 
patients. 




















for tal 















The Cipes Sanatorium i ino and Laryngeal Tuberculosis, Aluquerwue, New Mexico 


A thoroughly equipped 
institution for the scien- 
tific treatment of tuber- 
culosis. Bungalows with 
individual screened 
porches, hot and cold 
running water bath and 
-toilet in each cottage, 
electric lights, call bells; 
etc. Ideal location. 
Rates: $20.00 to $25.00 
per week. No extras. 
Write for booklet 


JOSEPH S. CIPES, M.D. 
Medical Director 
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» oh. Roe fins ma 





DR. MOODY’S SANITARIUM 


SAN ANTONIO, TEXAS 


For Nervous and Mental Diseases, Drug and Alcohol Addictions and Ner- 


vous Invalids Needing Rest and Recuperation 

Established 1903. Strictly ethical. Location delightful summer and winter. Approved di- 
agnostic and therapeutic methods. Modern clinical laboratory. 7 buildings, each with sep- 
arate lawns, each featuring a small separate sanitarium, affording wholesome restfulness 
and recreation, in doors and out doors, tactful nursing and homelike comforts. Bath rooms 
en suite, 100 rooms, large galleries, modern equipments, 15 acres, 350 shade trees, cement 
walks, playgrounds. Surrounded by beautiful park, Government Post grounds and Coun- 
try Club. 


G. H. MOODY, M.D., Supt. T. L. MOODY, M.D., Res. Physician, J. A. McINTOSH, Res. Physician. 
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75 Beds | Long 
ais Cistance 

Phone 

Artesian Lamar 

Water 4852 
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The Southern Medical Sentiarium 


FOR THE TREATMENT OP 
PELLAGRA AND NERVOUS DISEASES 
FORT WORTH, TEXAS. 
This institution is modern in every particular. It is a pleasant, delightful place 
in which to spend a few weeks. There are 75 beds, and every convenience for the pa- 
tient. Dr. C. C. Parrish has charge of the pellagra cases and Dr. W. C. Rountree the 
nervous diseases. Dr. Truman C. Terrell has charge of the pathological laboratories 


Address THE SOUTHERN MEDICAL SANITARIUM, Fort Worth, Texas. 




















KENILWO RTH SANITARIUM 


Kenilworth, Illinois 
(Established 1905) 
& N. W. Railway. Six miles North of Chicago.) 

Built and equipped for the treatment of nervous and mental diseases. Ap- 
proved diaynostic and therapeutic methods. 

An adequate night nursing service maintained. Sound proof rooms with 
forced ventilation Elegant appointments. Bath rooms en suite, steam heating, 
electric lizlting, electric elevator. 

RESIDENT MEDICAL STAFF: 
Margaret S. Grant, M.D., Sherman Brown, M.D., Sanger Brown, M.D, 
Chicago Office 59 East nog — 
Telephone Randolph 5794 to 1, Nd appointment only. 
All correspondence should y coined’ 


Kenilworth Sanitarium Kenilworth, i. 














The Jackson Health Resort 


Dansville, N.Y. 


Dansville is Jocated about seventy miles east of Buffalo, and is reached by good Pullman 
trains from the South. This institution has for Fifty-Seven years been one of the great lead- 
ing resorts for those needing rest and recuperation. It is ethical in its methods and leading 
physicians of the United States send to it freely patients needing treatment. No insane or 
objectionable cases received. 


DR. JAS. H. JACKSON, Pres. DR. WALTER E. GREGORY, Vice-Pres. 
Write for Literature NEWTON B. GORHAM, Managing Director 
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New York Polyclinic Medical School and Hospital 


341-351 West 50th Street, New York City 





General, Separate Clinical and Special Post-Graduate Courses of Individual 
Instruction given throughout the year, beginning at any time, and for any 
period of time. Laboratory, Cadaver and Operative Courses in all branches. 
Instruction planned to meet individual requirements. Courses of Practi- 
cal Work under tutelage for periods of three months, six months, one year, 
for specialists. Individual Instruction in the following branches: 


Rectal Diseases 

Anesthesia 

Physical Diagnosis 

Infant Feeding and Diagnosis 
Tuberculosis (Pulmonary, glandular, bone) 
Drug Addictions and Toxemias 

Diseases of Stomach (dietetics) 

X-Ray and Electro Therapeutics 


Major and Minor Surgery 
Hernia (local anesthesia) 
Cystoscopy (male and female) 
Urethroscopy and Endoscopy 
Neurology and Neurological Surgery 
(brain, spinal cord, peripheral nerves) 
Dermatology (skin pathology) 
Gynecology (operative; non-operative) 
Eye (including Refraction), Ear, Nose, Throat 


State particular information desired when writing. 
Address inquiries to JOHN A. WYETH, M.D., LL.D., President of the Faculty 
or MR. JAMES U. NORRIS, Superintendent 











MEDICAL COLLEGE sours carotina 


SCHOOL OF MEDICINE AND PHARMACY 
Gwited and Controlled by the State 


Practical work in dispensary for pharmaceutical stu- 


Eighty-eighth session begins September 28th, 1916, 
ends June 7th, 1917. 

Fine new three-story building immediately opposite 
the Roper Hospital. All Laboratories provided with 
new and modern equipment. 

The Roper Hospital, one of the largest and best 
equipped hospitals in the South, contains 218 beds, and 
with an extensive out-patient service, offers unsur- 
pased clinical advantages. 


dents. 

Two years graduated service in Roper Hospital with 
six appointments each year. . 

Department of Physiology and Embryology in affilia- 
tion with the Charleston Museum. 

Eleven full-time teachers in laboratory branches. 

For Catalogue address: 


OSCAR W. SCHLEETER, Registrar, 








Rated Class A 


Member Association of American Medical Colleges. Lucas and Calhoun Sts., Charleston, S. C. 











THE JEFFERSON MEDICAL COLLEGE OF PHILADELPHIA 


FOUNDED 1825. A CHARTERED UNIVERSITY SINCE 1838. 


NINETY-SECOND SESSION BEGINS SEPTEMBER 25, 1916. 
ADMISSION: One year of College credits in German or French, Chemistry, Physics and Biology, in addition to an 
approved four-year High School Course. a . : 
PREPARATORY COURSES in German, Chemistry, Physics and Biology of standard College grade, especially adapt- 
ed to the needs of Medical Students, are given previous to Medical Course, under the provisions of the University 
Charter, for the benefit of students who are unable to secure satisfactory preparation elsewhere, or who desire prep- 
aration under medical supervision. ; : 
FACILITIES The College and Laboratory Building; the: Baugh Institute of Anatomy and Biology; the Jefferson Hos- 
pital of 360 beds; the Jefferson Maternity; a separate Department for the Treatment of Diseases of the Chest; mod- 
ern and fully equipped laboratories; a new Teaching Museum; a Students’ Library of six thousand volumes with a 
trained Librarian in charge; all owned and controlled by the College, offer unusual and exceptional facilities for both 
laboratory and clinical instruction. Additional facilities are offered by other Hospitals in Philadelphia with which mem- 
bers of the Teaching Staff are connected. - 
Every Graduate has aburdant opportunity for hospital service. 

CIRCULARS AND DETAILED INFORMATION SUPPLIED UPON REQUEST 

ROSS V. PATTERSON, M.D., Sub-Dean. 
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The Post-Graduate Medical School of Chicago and the Ghicago Policlinic 


AFFILIATED 


Own and control completely their own Hospitals, Laboratories and large Dispensaries. The Staff consists of men 
well known in the profession. The Teaching is largely Clinical, in Special Courses Didactic and Clinical. 


Matriculation and general tickets good for both Schools. Clinical courses for the General Practitioner. 


Special and Private Personal Courses in: Anatomy, Pathology, Laboratory Work, Physical Diagnosis, X-Ray, 
Refraction, Operative Surgery on the Cadaver, Operations on Eye, Ear, Nose and Throat, Cystoscopy and other 
special studies. 


Surgical Assistantship—Personal—at Post-Graduate Hospital. Interneship. Nurses’ Training Schools. 


For further information address either 




















The Post-Graduate Medical School of Chicago or The Chicago Policlinic 
Emil Ries, Sec’y. M. L. Harris, Sec’y. 
Dept. V, 2400 S. Dearborn St. Dept. V. 219 W. Chicago Ave. 








‘The Medico-Chirurgical College ),.c(rndeniticine | 


Located in America’s Medical Center. A School which offers Peculiar Advantages for 
Completing a Course under the Standards of the American Medical Association. 


Completion of standard four-year high school course, or its equivalent, plus one year of work of college grade in Physics, Chemistry, Biology 
and one modern language required for entrance. All credentials must be approved by Pennsylvania State Examiner under specifications of 
State laws. A Pre-Medical Course in Physics, Chemistry, Biology and German is given, complying with Pennsylvania State and American 
Medical Association requirements. The Course in Medicine comprises four graded sessions of eight months each. Among the special features 
are Individual Laboratory and Practica] Work in well-equipped Laboratories and Hospital, Free Quizzes. Ward Classes limited in size, Sys- 
tematic Clinical Conferences, Modified and Modern Seminar Methods. Abundant clinical material is supplied by the ae Ray Phila- 
delphia General Hospital (1500 beds), and the Municipal Hospital for Contagious Diseases. Also Department of Dent Department 
of Pharmacy and Chemistry. For information, etc., address SENECA EGBERT, M.D., Dean, 17th and Cherry Streets, "philadelphia. Pa. 











The Philadelphia Post-Graduate School of Neurology 


This school affords unusual opportunities for practical instruction in neurology and psychiatry, having at com- 
mand the large neurological and psychopathic wards of the Philadelphia General Hospital, the Philadelphia Hospital 
for the Insane on the same grounds, other large hospitals and several laboratories. The instruction is given by the 
members of the Neurological Staff of the Philadephia General Hospital, their Regnantes and assistants. Each period 
of instruction extends over six weeks and the fee for the course is twenty-five dollars. 


For further information address DR. CHARLES K. MILLS 1909 Chestnut Street, Philadelphia 














New Orleans Post-Graduate School of Medicine 


Next Regular Session begins October ist. Students admitted throughout the year. 


UP-TO-DATE POST-GRADUATE INSTRUCTION to meet the requirements of the General 
practitioner or the Specialist in all branches of Medicine and Surgery. 


ABUNDANT CLINICAL MATERIAL. Unexcelled clinical facilities in all the hospitals of 
the city of New Orleans, particularly the Great Charity Hospital where members of the faculty 
occupy the highest positions on the Visiting Staff. 


FACULTY LARGE, permitting Individual instruction and special work if desired. 


For further information address Joseph A. Danna, M.D., Secretary, Suite 716 Maison Blanche 
Building, New Orleans, La. ‘ 











Medical College of Virginia 











UNIVERSITY COLLEGE OF MEDICIM& 
MEDICAL COLLEGE OF VIRGINIA PRIVATE MATERNITY HOME 
anaes aaeenaged . deserving unfortunate, unmarried 
Medicine-Dentistry-Pharmacy Quiet, homelike, exclusive, protective, etretly 
STUART McGUIRE, M.D., Dean ethical. Good home for infants provided if de- 
New college building, completely equipped and modern sired. Rates Reasonable. Correspondence and 
laboratories. Extensive Dispensary service. Hospital fa- co-operation solicited from physicians. 
cilities furnish 400 clinical beds; individual instruction; Address DR. IRA C. TYNDALL Berlin, Md. 
pe erienced faculty; practical curriculum. For catalogue or : 





information wams 


R. McCAULEY, Secretary, 
1140 E. Clay giro Richmond, Virginia 
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MEDICAL DEPARTMENT OF 
VANDERBILT UNIVERSITY 


Next session opens Oct. 2, 1916 and closes June 13, 1917 


ENTRANCE REQUIREMENTS: 


Completion of an accredited four year high school, or other equivalent of fourteen Carnegie 
units, without condition. In addition to the high school work all students must take one year of 
college work, which includes courses in Chemistry, Physics, Biology and a modern language. 
The total minimum hours, Didactic and Laboratory, in the premedical course are as follows: 





Total Hours Total Hours Total Minimum 
SUBJECT Lectures or Laboratory Hours Didactic 
Recitations Work and Laboratory 
IPRWRIOO BH Bei e oe Setcuee 64 128 192 
LS 1 ag SIR ae ony ee a A 64 128 192 
Biology, CE a Pig gee ae ee 64 or 96 128 or 64 128 or 160 
German or French, 2 --...--.--- SGe°Gr 0G. hee 128 or 96 
2) SER 320 384 or 320 704 or 640 


BUILDINGS, LABORATORIES, ETC. : 


The recent purchase of the Peabody Campus with its sixteen acres in the heart of the city 
gives the Medical Department one of the best and largest campuses in America for medical pur- 
poses. The buildings have all been remodeled and the facilities are unsurpassed. Large and 
commodious laboratories, well lighted and ventilated, for Bacteriology, Chemistry, Physiology, 
Embryology, Anatomy, Pathology, Pharmacology, Experimental Medicine, etc. 


DONATIONS: 


The Department has received the following donations within the last few years: Mr. 
Andrew Carnegie, $1,000,000.00. - The General Education Board of New York, $150,- 
000.00 for medical grounds and buildings) Mr. Wm. K. Vanderbilt, $150,000.00 for the 
general endowment fund, provided the Peabody Campus was purchased for the Medical De- 
partment. This provision was met. Mr. Wm. Litterer, a philanthropic citizen of Nashville, has 
presented a building to the Medical Department valued at $40,000.00, for Bacteriological re- 
search. 


CLINICAL FACILITIES: 
City Hospital, 185 beds with a large Outdoor Department. Vanderbilt Hospital, 85 beds 


with a large Outdoor Department. Galloway Memorial Hospital is now in the course of con- 
struction and will provide 150 charity beds. This Hospital is on the campus. Sections of stu- 
dents are also taken to the Davidson County Isolation Hospital and to the Central Hospital for 
the Insane. 

VANDERBILT IS RATED IN CLASS “A” BY THE COUNCIL ON MEDI- 
CAL EDUCATION OF THE A. M. A. AND IS A MEMBER OF THE ASSOCIA- 
TION OF AMERICAN MEDICAL COLLEGES. 


For Catalogue and further information, address 


LUCIUS E. BURCH, M.D., Dean, 
Eve Building, Nashville, Tenn. 
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Usivercity of Aidbamnn, Gvhoel «at Modiuine 


MOBILE, ALABAMA 
Rated Class A. Registered “Standard” by N. Y. State Educational Department. Laboratories of 
Anatomy, Physiology, Biology, Bacteriology, Pathology and Pharmacology. Equipped with latest 
standard apparatus. Operated by all-time Teachers. Instruction in Junior and Senior years mostly 
clinical. Below are shown four of the institutions affiliated with us for clinical work. 











MOBILE CITY HOSPITAL MOBILE CITY DISPENSARY 
206 beds. Internes appointed and controlled by the School. Controlled and operated by the School. Over 10,000 patients 
Clinical material abundant, studied by classes divid- treated by students last session. Under direction 
ed into small sections under all-time teacher. of experienced teachers. 




















ALABAMA MATERNITY AND INFANT HOME U. S. MARINE HOSPITAL 


Mobile, Ala. Capacity, 10 maternity cases and 100 infants. Mobile, Ala. Surgeon in charge professor of Tropical Med- 
Professors of Obstetrics and Pediatrics icine in the college. Patients utilized by order of 
control. Secretary Treasurer of United States. 


For entrance requirements and full information address DR. T. H. FRAZER, Dean, Mobile, Alabama 


[eeceneeemint) (Reeet) (iee-ecmeeelt 
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ATLANTA MEDICAL COLLEGE 


Department of Medicine 


EMORY UNIVERSITY, ATLANTA, GEORGIA 


Sixty-Second Annual Session Begins September 25, 1916. 


ADMISSION.—Completion of four-year course at an accredited high school, 
which requires not less than 14 units for graduation, and in addition, one year 
of college credits in Physics, Biology, Inorganic Chemistry and German or 
French. The “Premedical” Course will be given in the College of Liberal Arts 
at Oxford, Ga. Admission to the Premedical Course may be obtained by pre- 
senting credentials of the 14 units of high school work. 


COMBINATION COURSES.—A student may enter the regular Freshman 
class on 14 units and attend the College of Liberal Arts for two years, after 
which he will be admitted to the Freshman Medical Class, and upon the comple- 
tion of his Sophomore year in the Medical College can obtain the degree of 
Bachelor of Science, gaining his M. D. degree after another two years at the 
Medical College. 


INSTRUCTION. — Thorough laboratory training and systematic clinical 
teaching are special features of this institution. The faculty is composed of 100 
professors and instructors, 15 of whom are full-time salaried men. 


EQUIPMENT.—Four large modern buildings devoted exclusively to the teach- 
ing of medicine, well equipped laboratories, and reference library. 


HOSPITAL FACILITIES.—The Grady (municipal) Hospital of 250 beds is in 
charge of the members of the medical faculty during the entire college session, 
and Senior students (in small sections) are given daily clinical and bedside 
instruction there. In the near future, work will begin on the new Wesley 
Memorial Hospital (of 200 beds) at a cost of not less than $200,000.00, which 
will be erected on or near the site of the present Medical College. The wards 
of this hospital, when completed, will be under the complete control of the fac- 
ulty for teaching purposes. The construction of the Out-Patient Building, at a 
cost of $75,000.00, has already begun, and when completed will afford ample 
accon lations for this large clinic, and excellent facilities for clinical instruc- 
tion 

RA This college is rated as a class A medical school by the Council on 
M | Education of the American Medical Association. 


Catalogue giving full information, also entrance blanks, will be sent by 
applying to WM. S. ELKIN, A.B., M.D., Dean. 
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UNIVERSITY of VIRGINIA 


DEPARTMENT OF MEDICINE 
CHARLOTTESVILLE, VIRGINIA 


The prominent features of the course are extensive laboratory instruction in 
the fundamental sciences and thorough practical training in the University hos- 
pital, where students have many of the ADVANTAGES USUALLY GRANTED 


ONLY TO INTERNES. 


All laboratory courses are given by full time instru¢tors, each a specialist 
in his own branch. Instruction of students is the primary work of instructors 
in medicine and surgery, whose practice is largely limited to the University hos- 
pital. Four-fifths of the cases in this hospital are available and used for clinical 


instruction. 


For catalogue, address 


HOWARD WINSTON, Registrar 











UNIVERSITY of LOUISVILLE 


MEDICAL DEPARTMENT 

Seventy-ninth annual session begins Sept. 28, 1916. Entrance Requirements: One year of 
college work in Physics, Chemistry, Biology and a modern language, in addition to the 14 units’ 
work in an accredited high school. 

A premedical course of instruction is given in the Academic Department of the University. 

Well-equipped laboratories under full-time teachers. 

Clinical work in the new Million-dollar Public Hospital. For further information and cata- 
logue, address the Dean, 


HENRY ENOS TULEY, M. D., Louisville, Ky. 











Atlanta Clinical Laboratory 





10th Floor Candler Building Atlanta, Ga. 
Because of increasing progressiveness of the Southern Profession, 
and consequently their increased demand for Wassermann Test in 
the diagnosis and checking of the progress of treatment of syphilis, 
I am able to do Wassermann’s for $5.00 where $10.00 formerly 
seemed a low price. 














Wassermann’s $ 5 00 
Tissue examinati 5 00 
rn 3 00 
All smears MESES 2 00 
Gonnococal fixation test ~-..-....--.--.--. 5 00 
Autogenous Vaccines 10 00 





Vaccines made of the exciting pathological organism, 
25 ampules of graduated doses sent. Precipitin test for 
human blood in blood stains. Reports wired when 
money accompanies specimen, if requested. 


DR. C. W. GOULD, Manager DR. R. C. CURTIS, Assistant 

















High Power 
Electric Centrifuges 


Send for Cat. Co. 


INTERNATIONAL INSTRUMENT CO. 
Cambridge . - Mass. 
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Salvarsan 0.6 Gram and Neosalvarsan No, VI (0.9 Gram) 


Ample quantities of these products have been received from Germany by per- 
mission of the German Government, upon the explicit orders of Kaiser Wilhelm, 
and on permits issued by the British and French Governments for safe passage. 

We are now prepared to supply physicians and hospitals direct, at the price pre- 
vailing hitherto, of $4.50 per ampule, in such reasonable quantities as purchasers 
may desire for current use. 

In view of the appearance on the market of substitutes of Salvarsan and Neo- 
salvarsan, some of which infringe the Ehrlich patents, others exhibiting marked 
toxic properties, and still others being absolutely fraudulent and harmful, we de- 
sire to impress upon the medical profession that we are the sole importers of and 
agents for Salvarsan and Neosalvarsan in the United States. These products can 
only be procured from us at the present time. Direct distribution is carried out 
to prevent speculation on the part of unscrupulous persons or dealers and will be 
followed during the continuance of the war. 


FARBWERKE-HOECHST COMPANY 


H. A. METZ, President Pharmaceutical Department 
111-113 Hudson Street, NEW YORK CITY 


























Laboratory of Dr. Allen | Fi. Bunce 


——ATLANTA, GA. 
A well-equipped laboratory for the examination of pathological, bacteriological and sero- 

logical specimens for physicians and surgeons. 

PARTIAL FEE LIST 


Wassermann Reaction (blood) ------ $5.00 Chemical and Microscopical Examina- 
tion of urine, including tests for ace- 











Wassermann Reaction (spinal fluid) - 5.00 : : : for 
tone and diacetic acid (qualitative) _$3.00 
Bibod- CimnQine 6 os on he ee ne Se 5.00 : i : aR ms 
; 1 3 : Test 5.00 Chemical Urinalysis (qualitative)____ 1.50 
Comp ement-Fixation se 8 ---------- ‘ Microscopical Urinalysis ____________ 1.50 
Widal "Fést: for. Typhoid. .....-.-...- 3.00 Feces for Parasitic Ova -_-__..._____ 3.00 
Examination for Plasmodium of Malaria 3.00 Feces for: Oceult. Blood «o.oo. 1.00 
Differential Leukocyte Count _____-_- 2.00 ro — examination) ~_______ 5.00 
. ald Saeed 2 mears for gonococci, etc. _._...______ 2.00 
va ae Globulin Estimation of 3.00 Smears for Spirochaeta Pallida ______ 5.00 
igen athena sonare ome ienamemaas aaeaindae : Autogenous Vaccines, complete course 
Bacteriological Cultures ___.______---- 5.00 of treatment (aerobic and anaerobic 
Tissues (for diagnosis of tumors, etc.) 5.00 CURGURCE) sce a oe a ey 10.00 


We give special attention to laboratory work for hospitals. Reduced rates to charitable 


institutions and to ward patients in other hospitals. 

Reports telegraphed upon request. Containers for specimens, culture media and bleed- 
ing tubes furnished free. 

For further information address 


ALLEN H. BUNCE, M. D., Healey Building, Atlanta, Ga. 
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Stanolind 


Trade Mark Reg. U. S. Pat. Off. 


Liquid Paraffin 


(Medium Heavy) 
Tasteless — Odorless — Colorless 


Is Not a Host for Bacteria 





On the contrary, it retards bacterial de- 
velopment, and by reason of its lubricating 
properties assists in the expulsion of such 
bacterial poison as may have formed in 
the alimentary tract. 


Stanolind Liquid Paraffin not only expe- 
dites the movement of fecal matter 
through the intestines without irritation, 
but at the same time soothes the tissues. 


Stanolind Liquid Paraffin is not a purga- 
tive, but is a lubricant, wholly mechani- 
cal in its action. It is a safe, dependable 
agent for continued internal adminis- 
tration. - 


Stanolind Liquid Paraffin is medicinally 
pure, white, tasteless and odorless. The 
name Stanolind is a protection to physi- 
cians and patients against 
the dangerous use of oils 
made for commercial pur- 
poses only. 

A trial quantity with infor- 
mative booklet will be sent 
on requcst. 








Standard Oil Company 


(Undiana) 
72 West Adams Street 
Chicago, U.S.A. 
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Prescribe DIGIPOTEN (Abbott) 


In Valvular Diseases, this being the greatest field of usefulness for DIGIPOTEN, 
as a cardiac stimulant and regulator. 
In Functional Cardiac Neuroses it is a valuable remedy for weakness and 


arrhythmia. 

In Respiratory Diseases, for the relief of cardiac asthmas and emphysemata. 

In Renal Insufficiency of circulatory origin, DIGIPOTEN is a prime diuretic. 

In Headaches due to low blood-pressure, DIGIPOTEN is frequently an efficient relief. 

In short, DIGIPOTEN (Abbott) is indicated in practically 
all disease-conditions depending upon feeble circulation, or 
tendency to stasis, in the blood-stream. It makes a beautiful, 
true, and therefore reliable substitute for the infusion or tincture, 
by dilution to proper strength. 

DIGIPOTEN (Abbott) is available bothin tablets and powder. 
eet. 0. 100, $0.44; 500, $1.80; 1000, $3.45 
Powder, 1-4-ounce bottle..................05- Py 4.5 

(Prices in Canada, 25% additional.) 

Delivery prepaid for cash with order. 

If your druggist cannot supply you, order direct of home office 
or most convenient branch point. Samples of tablets, with 
literature, on request to Chicago. ‘Trial order preferred—money 
back if not satisfied. 

If you haven’t our 1913-14 Therapeutic Price List with 
revision section, ask foracopy. Itis very valuable, and it is free. 


THE ABBOTT LABORATORIES 


CHICAGO - NEW YORK 
SEATTLE TORONTO 


SAN FRANCISCO LOS ANGELES BOMBAY 
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We Now Have A 
Department of Pathological Chemistry ; 


especially equipped to make all the newer CHEMICAL TESTS OF BLOOD AND URINE. 
This work has been carried out by Folin and Denis, Benedict, Myers and Fine, and has 
proven of great benefit in the diagnosis and treatment of Nephritis, Diabetes, Rheuma- 
tism, and Gout. These tests show by examination of the blood what the kidneys do not 
throw out, and by urinary examination what they excrete. They are qualitative and 
quantitative, estimating exactly the amount of urea and uric acid, creatinine, total nitro- 
gen, and sugar, in both blood and urine. 


FULL PARTICULARS GIVEN ON REQUEST WITH CONTAINERS AND DIRECTIONS 
FOR SENDING IN BLOOD. 

















COMPLETE CHEMICAL BLOOD TEST <...nscco eects $10.00 
COMPLETE UGEINARY THOT ap above .-.... 22.222 ccc 5.00 
THS. FOR CO? to determine Acidosis . 2-5-2 oo ek ck 5.00 
AT OUP Bereiomical TORtG OPS snes eee ee 8 SG 5.00 
(We control all our Wassermann work by the Hecht-Weinberg- 
Gradwohl Reaction) 

fs Fa SI RU di veer et ora feo IS a Se 5.00 
Pasteur Treatment (18 ampoules with glass syringe)__..._______ 50.00 


N.B.—Note our new address. We are in new and absolutely modern equipped-to-the- 
minute laboratories. 


R. B. H. Gradwohl, M. D., Director. Gradwohl Biological Laboratories, 
928 N. Grand Avenue, St. Louis, Mo. 
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JULY AUGUST 


Acute Intestinal Disorders 
Bacillus Lactis Bulgaricus—BULGARA TABLETS 


Dry cultures are admitted to be the only means by which the active and viable 











bacilli can be successfully marketed, particularly during the summer months. State- 





ments to the contrary are misleading. Bulgara Tablets are efficient, convenient, pal- 


atable. 

For more than six years, we have marketed Bulgara Tablets, containing this or- 

ganism, and each year the use and consequent sale have steadily and largely increased. 
Eminent pediatrists have assured us that satisfactory results will invariably fol- 

low the proper administration of Bulgara Tablets, when indicated. In severe infantile 

diarrheas of bacterial origin, two to four tablets should be given at each feeding. 








Samples and literature will be sent upon request. 


THE HYNSON, WESTCOTT & COMPANY 


PHARMACEUTICAL LABORATORY 
MARYLAND 


BALTIMORE 
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ae” ee ee RECOMMENDED in all cases where there is a 




















servatives. 1 cc 8 am- 

—e paucity of red corpuscles—the anemias, chlorosis, 
Seg gpl lg he marasmus, rachitis, tuberculosis, malarial cachexia and 
~~ on * "gala iti nerally. 

Pineal Substance— malnutr tion ge y ; E . 
eee ae ee. ENED Extract of Red Bone Marrow aids in reconstruction 

Parathyroids— after hemorrhage and surgical operations. 

a ee em.’ 208 Extract of Red Bone Marrow is very palatable and 

Pituitary, Anterior— if given well diluted is always borne. 

Powder and Tablets, 2 
grain. 
Pituitary, Posterior— ARM Oo UR so COMPANY | 
Powder and Tablets, 1-10 
nts CHICAGO M-37 
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THE DOSAGE OF DIGITALIS. 


By J. T. HALSeEy, M.D., 
New Orleans, La. 


Among the many causes of failure to 
obtain the desired favorable effects from 
the administration of digitalis and other 
members of this group, there is, the writer 
believes, none more important than the 
failure to give it in proper amounts. A 
perusal of standard text-books on the- 
rapeutics as well as systematic observa- 
tion of the dosage employed by a consid- 
erable number of physicians, has con- 
vinced him that, as a general thing, most 
doctors give this drug in totally inad- 
equate doses. 

A recent number of the “Journal of the 
American Medical Association” (Feb. 19, 
1916, page 573), contains the following 
statement: ‘Tincture of digitalis should 
be given in ascending doses; on the first 
day, five drops” [drops, not minims*} 
“after breakfast, ten drops after lunch- 
eon, and fifteen drops after the evening 
meal. On the second day the dose should 
be twenty drops after breakfast. If the 
heart is not markedly slowed, twenty-five 
drops should be given at noon, but none at 
night on this day.” This amounts to a 
total of seventy-five drops, or less than 
forty minims. “If the heart is still not 
slowed to at least ninety beats per minute, 
thirty drops should be given on the morn- 
ing of the third day.” Total dose now 
amounts to one hundred and five drops, or 
less than one fluid drachm. 


The views as to dosage expressed by 





*It takes from 120 to 150 drops of the tincture 
of digitalis to make one fluid drachm. 


the anonymous author of this article, while 
shared by many physicians, are, in the 
writer’s opinion, so far from correct that 
he has believed it worth while to put be- 
fore the readers of this JOURNAL what he 
believes to be more in accord with clinical 
facts. 

A close and fairly extensive study of the 
clinical effects of digitalis has led to his 
firm conviction that in the great majority 
of cases needing digitalis, real benefit is 
obtained only when doses far larger than 
the above are given. It has been his ex- 
perience that, with few exceptions, digi- 
talis does not produce its desired effects 
until three or more fluid drachms of an 
average good tincture have been given. 

Doubtless many physicians will look 
upon this as a rash statement and will 
consider that such doses are dangerously 
large. But this statement is based upon 
a fairly large experience extending over 
more than ten years’ observation of its ef- 
fects in carefully followed cases. It is, 
moreover, in accord with the conclusions 
of a number of close students of the clin- 
ical effects of digitalis, a few of which are 
cited. 

Janeway! recommends 0.1 gm.q.4.h. for 
forty-eight hours (equivalent to about 
three fluid drachms of the tincture) ; Wi!- 
liamson?, the equiva'ent of four to five fluid 
drachms of the tin:ture in five to seven 
days; Miiller’, the same as Williamson; 
Eggleston‘, as a result of close observation 
and careful analysis of a large series of 
cases, formulates the rule that ordinarily 
the necessary dose is about one fluid 
drachm of a high grade tincture to each 
thirty pounds weight of patient, after 
making the necessary deduction for edema 
or obesity; and Cohn‘, who at the Rocke- 
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feller Hospital in New York has had ex- 
ceptional opportunities and who has made 
the most extensive and accurate observa- 
tions of the clinical effects of digitalis 
which have ever been made, finds that the 
average total dose necessary is from 1.0 
to 2.0 grammes of digipuratum, equiva- 
lent to three to five fluid drachms of the 
tincture. 


In as much as the above quoted figures 
express the opinions of clinical observers 
who have devoted especial attention to 
this matter and who base their opinions 
upon extensive and accurate observations, 
it does seem to the writer that we should 
hesitate to reject their conclusions, unless 
we can offer equally good evidence in con- 
tradiction. 

The total dose may be given in twenty- 
four hours or less, or in from two to six 
days, but it is certainly wiser not to at- 
tempt to give it in the shorter periods, un- 
less we are confronted by patients whose 
condition is such as to demand the utmost 
haste in securing results. In such cases 
the writer is accustomed to give about 
two-thirds of the calculated therapeutic 
dose in the first twelve hours, wait twelve 
hours longer, and then if indicated give 
the remainder of the calculated amount in 
smaller doses. In this fashion it is possi- 
ble to avoid overdosage, even though the 
patient should show unusual susceptibility 
to the drug. 


Contrary to general belief, by the use 
of full doses the full therapeutic action 
may be secured in less than twenty-four 
hours. In two cases seen recently, the 
full and satisfactory digitalis effect was 
obtained between 6 p. m. and 8 a. m. of 
the following day. 


Rarely a patient will respond to some- 
what smaller amounts than the above, but 
with observance of proper precautions 
really harmful overdosage should not oc- 
cur. The most important of these precau- 
tions is the avoidance of giving these large 
doses to patients who have within two 
weeks been taking digitalis or similar 
drugs. Failure to observe this precaution 
has led and will lead to more or less seri- 
ous results. 

The second means of avoiding overdos- 
age has been touched upon above and con- 
sists in giving the major portion of the 


calculated dose at the start and then cut- 
ting down the individual dose or lengthen- 
ing the interval between doses as the full 
dose is approached, at the same time 
watching carefully for the first signs that 
the drug is producing its effects. 


In order to do this properly, it is essen- 
tial to see the patient at not longer than 
twelve-hour intervals if one is administer- 
ing the whole dose in one or two days, and 
not less frequently than every twenty-four 
hours even though the drug be adminis- . 
tered more gradually. It is often advan- 
tageous to give the whole of the twenty- 
four hours’ dosage in the four to six hours 
following the daily visit. Then the amount 
taken will have produced its full effect 
(or nearly so) before the next visit and 
the effects noted will serve as a guide for 
further dosage. 


With the first signs of digitalis effects 
it is essential that the dose should be im- 
mediately reduced, and markedly so, or 
else that for the next twenty-four or forty- 
eight hours no more digitalis be given. 
Where the larger doses have been given 
the latter is the only safe course to pur- 
sue. i 


After sufficient of the drug has been 
given, in most cases relatively small doses 
of fifteen to thirty minims per diem are 
usually sufficient to maintain the desired 
effect, and it is the writer’s usual practice 
even then to intermit for a day or two 
every week. It is right here, namely, in 
their tolerance of these smaller doses con- 
tinued over longer periods of time, that 
patients appear to show the greatest indi- 
vidual differences. Consequently each pa- 
tient has to be worked out as an individual 
problem. 


In conclusion, it should be most strongly 
insisted upon that the administration of 
these full doses of this drug is safe only if 
the patient is kept quiet in bed and under 
close and accurate observation by compe- 
tent observers. Otherwise the adoption of 
such dosage will inevitably lead to more 
harm than good. 


. Janeway, Arch. Int. Med., March, 1914. 
. Williamson, Forcheimer, Vol. III, p. 594. 
. Muller, Die Digitalis Therapie. 

. Eggleston, Arch. Int. Med., July, 1915. 
. Cohn, personal communication. 
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DAVIS: 


INFLUENCE OF THE INJECTION OF 
BLOOD ON ANEMIA AND IN- 
FECTIONS IN CHILDREN.* 


By J. SPENCER DAVIS, PH.M., M.D., 
Dallas, Tex. 


Ever since the discovery of the bacte- 


rial origin of diseases, physicians have 
sought means of hastening the destruction 
of pathogenic organisms in the body. The 
first advance in our knowledge of the man- 
ner of their destruction was made by 
_Metchnikoff, who proved that bacteria 
were destroyed by the leucocytes. He was 
of the opinion that the leucocytes were 
the only things which had the power of 
destroying bacteria; but modern investi- 
gations have demonstrated that there are 
other substances in the body which prob- 
ably possess this power. Some years later 
Wright of London brought forward the 
opsonic index theory and demonstrated by 
experiments that the leucocytes could only 
destroy bacteria after they had been acted 
upon by some other substances which he 
called opsonins. Wright attempted to pro- 
duce an increase of the opsonins:by the in- 
jection of killed cultures of the particu- 
lar organisms causing the disease, hoping 
in this way to raise the power of the body 
in destroying bacteria. At first this 
method offered great hope of solving the 
problem, but the determination of the op- 
sonic index is rarely used now. A great 
many physicians had endeavored to in- 
crease the number of leucocytes, but it re- 
mained for Hiss in 1908 to point out that 
the injection of an extract made from 
leucocytes is capable of producing leu- 
cocytosis. 

The first method used by Hiss consisted 
in injecting some foreign substance into 
the peritoneal or pleural cavity of an ani- 
mal and waiting until a copious exudate 
had occurred, when it was withdrawn by 
the needle. This exudate was then mixed 
with water and kept at incubator temper- 
ature until the leucocytes had undergone 
auto-digestion. After this the fluid was 
kept upon ice until used. 

Numerous experiments were carried 





*Read in Section on Medicine, Southern Med- 
ical Association, Ninth Annual Meeting, Dallas, 
Tex., Nov. 8-11, 1915. 
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out with various infections and Hiss 
demonstrated that this fluid had the power 
of greatly modifying many of them. 

Other observers have confirmed the ob- 
servation of Hiss, but on account of the 
difficulty of the technique it has not come 
into general use; and besides the quantity 
of exudate is sometimes very small, and 
therefore makes the process rather expen- 
Sive to.carry out in any place except in a 
well equipped laboratory. 

After reviewing the work of Hiss, 
Archibald and Moore offered to simplify 
the technique by bleeding an animal and 
mixing the blood with some solution which 
would destroy the red cells, such as acetic 
acid, and separating out of this solution 
the white corpuscles by centrifugaliza- 
tion; and after washing, allowing them to 
undergo auto-digestion similar to the 
original technique as described by Hiss. 
They found that the injection of this ex- 
tract had the same effect as the original 
extract as prepared by Hiss, viz: That 
the leucocytes were markedly increased, 
that the increase reached the highest point 
within six hours and usually returned to 
normal in 24 hours. The greatest increase 
was found to occur in the polynuclears, 
while occasionally the eosinophiles would 
be increased from normal up to 14 or 
45%. 

In the “Archives of Internal Medicine,” 
under the title of “Specific Hyperleu- 
cocytosis,’” Gay and Claypole describe a 
form of leucocytosis which occurs in rab- 
bits immunized to the typhoid organism, 
following the injection of typhoid vac- 
cine. This leucocytosis is specific and does 
not occur when any other organism is in- 
jected into the rabbits which were made 
immune to typhoid. This leucocytosis oc- 
curs just as has been described above, 
following the injection of leucocytic ex- 
tract. 

In similar manner writers have de- 
scribed a leucocytosis occurring in tuber- 
culous individuals following the injection 
of tuberculin. Here the only difference 
is found in the increase of eosinophile 
cells, which is usually greater and more 
constant than that of any of the other 
cells. Like the leucocytosis produced in 
rabbits according to the technique of Gay 
and Claypole, it is specific and only oc- 
curs on the injection of tuberculin. 
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When we take into consideration all 
these facts, they seem to agree in one par- 
ticular, viz: that the injection of a for- 
eign protein is able in a sensitized indi- 
vidual to produce leucocytosis. In some 
cases the eosinophile cells are markedly 
increased. This principally occurs where 
a foreign protein is used. 

We began to use an extract of leucocytes 
made according to the technique of Archi- 
bald and Moore about a year ago, but our 
results have not been very encouraging. 
Occasionally we would see some influence 
upon the infection, but many times it was 
very disappointing. 

With the hope of simplifying the tech- 
nique, we decided to try the effect of in- 
jecting the whole blood. Blood examina- 
tions were made before and after the in- 
jections at 6, 12, 24 and 48 hours. We 
noted that the injection had practically 
the same effect as that of the leucocytic 
extract. The leucocytosis reached its 
height in about six hours, but in the pres- 
ence of an infection it frequently per- 
sisted beyond twenty-four hours, in some 
cases lasting two or three days. 

On a few occasions we were astonished 
to find that a crisis in the disease had 
been brought on accompanied by fall in 
temperature, profuse perspiration, and 
marked general improvement in the phys- 
ical condition of the patient. 
ical condition of the patient seems to be a 
factor in the amount and character of the 
response. Some cases will not show an 
increase in the leucocytes even after a 
large number of injections. Others will 
not show an increase in the leucocvtes un- 
til after several injections of blood, in 
which event the increase may be propor- 
tionately greater than would be expected 
from a single injection. The polynuclear 
cell is the one which is usually most 
markedly increased, and this of course is 
both absolute and relative. 

On some occasions we found that even 
if the leucocytosis were not produced the 
polynuclears would be increased. This 
increase in the polynuclears occurs at the 
expense of the small Ivmphocytes. In 
acute inflammations of the joints, the in- 
jection of blood sometimes has_ very 
marked pain-relieving properties. The 


relief of pain is apparently not dependent 
upon the increase in the leucocytes, as 


The phys-— 
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sometimes the leucocytes may be greatly 
increased without any relief of pain, and 
the pain may be relieved without any in- 
crease of leucocytes. 


TECHNIQUE. 


For obtaining the blood we have used 
a 20 ce. Luer glass syringe which can be 
attached directly to a Neo needle. The 
syringe should be perfectly clean and dry, 
the needle is introduced into the vein, and 
when the blood begins to flow the syringe 
is attached and filled. If more than 20 cc. 
is desired, a second syringe can be at- 
tached to the needle after the first syringe 
has been filled. A straight needle is at- 
tached to the filled syringe and the blood is 
injected hypodermically usually into the 
loose tissue of the abdominal wall. 

We endeavored to determine how small 
a quantity of blood would be capable of 
producing a leucocytosis. We found that 
one cc. is the smallest possible quantity 
which was capable of producing any in- 
crease. In many cases, however, this was 
quite insufficient and larger quantities had 
to be used. We found, however, that the 
height of the leucocytic curve was not 
proportionate to the quantity of blood in- 
jected, and that in the same individual 
the injection of a pint of blood might pro- 
duce no greater response than a few 
ounces. We also observed that if the 
blood had begun clotting before being in- 
jected, it was able to produce a greater 
response than if injected immediately. 
We then decided to change the composi- 
tion of the blood by admixture with some 
foreign substance to see if we were able 
to increase the response obtained by in- 
jections. We found that normal saline 
mixed with the blood to be injected was 
of no value, but that sodium citrate solu- 
tion was able to enhance the effect. This 
property is possessed not alone by sodium 
citrate, but any other substance which has 
the power of markedly altering the blood. 

The pain-relieving property is largely 
dependent upon the quantity of blood in- 
jected. On account of the difficulty of al- 
ways obtaining a donor we have endeav- 
ored to use the patient’s own blood. The 
patient’s own blood does not seem to have 
any effect unless it is altered either by 
clotting or admixture with some other sub- 
stance. 'The effect upon anemias is more 
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pronounced in those which are secondary 
to some lower grade infection. No marked 
increase occurs immediately, either in the 
red cells or in the hemoglobin. We have 
been able to keep the blood on ice for sev- 
eral days without in any way destroying 
its effect. The charts shown are not all 
from children, but each one has been se- 
lected to demonstrate some particular 
point. 

In conclusion, we desire to say that, in 
the injection of whole blood we have the 
therapeutic means of increasing the white 
blood corpuscles, that in many cases a 
crisis in the disease can be brought on, 
and that the destruction of bacteria in 
the body is hastened. We have found it 
of great value in the acute infectious dis- 
eases of children such as scarlet fever. 
Like all other therapeutic measures, it 
sometimes fails where it is most needed; 
and its value is dependent upon the ability 
of the individual to respond to the injec- 
tion. I have never seen any bad results 
follow the injection, although at the site 
of the injection we have the same series 
of color changes which occur in an ordi- 
nary bruise. 





COMMON SENSE AND THE FEVER 
THERMOMETER VS. THE STETHO- 
SCOPE AND THE MICROSCOPE 
IN THE DIAGNOSIS OF EARLY 
PULMONARY TUBER- 
CULOSIS.* 


By SAM E. THOMPSON, M.D. 


Assistant Superintendent Texas State Tu- 
berculosis Sanatorium 
Carlsbad, Tex. 


In presenting this paper I shall en- 
deavor to prove the following: 

1. That we are finding only a very small 
per cent of our incipient tuberculosis pa- 
tients. 

2. That this is due largely to faulty 
teaching. 

3. That as a result of this faulty teach- 
ing we can not rely upon the stethoscope. 





*Read in Section on Medicine, Southern Medical 
Association, Ninth Annual Meeting, Dallas, Tex., 
Nov. 8-11, 1915. 
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4. That the microscope will not make a 
sufficiently early diagnosis. 

5. That in using common sense and the 
fever thermometer we can find a large 
number of early cases. 

We can not deny the fact that the phy- 
sician who makes a diagnosis in incipient 
pulmonary tuberculosis is assuming a 
great responsibility. To tell a patient he 
has consumption is a very serious mat- 
ter. To have such patients give up their 
business, leave their homes for an inde- 
terminate period of time or possibly enter 
a tuberculosis sanatorium, is a much more 
serious matter. But looking from another 
standpoint: To delay the diagnosis and 
therefore the treatment during the per- 
fectly curable stages of the disease, is the 
most serious question of all. To delay the 
diagnosis means for the patient a life of 
semi, or complete, invalidism, with the en- 
forced abandonment of ambitions, respon- 
sibilities and purposes of life. Nothing 
can be more serious, more positively tragic, 
than a delayed diagnosis in pulmonary tu- 
berculosis. To delay the diagnosis in ty- 
phoid fever, malaria or syphilis may cost 
the patient little or nothing, but a delay in 
tuberculosis, as a rule, means his ruin. 

First, let us inquire into the question of 
early diagnosis and find out if these cases 
are being discovered. Are we diagnosing 
these cases when it can and should be 
done? This is the burning question! 

From the best information I have been 
able to obtain, not more than 10% of tu- 
berculous patients sent to sanatoria are in 
the incipient stage; notwithstanding the 
fact that more than 60% of them are clas- 
sified as first stage cases by the doctors 
making out the applications. 


No.1. In 1912 Dr. John B. Hawes, 2d., 
of Mass., stated that out of 350 patients 
at Rutland State Sanatorium, an institu- 
tion exclusively for the treatment of in- 
cipient cases, only 34% were first stage 
cases. This was when all patients were 
examined by special physicians appointed 
for that purpose. Later, when any doctor 
could make the examination, the per cent 
of incipient cases fell to 18. The remain- 
ing 82% were moderately advanced, and 
advanced. In reviewing “500 patients, 
75% of whom were in the moderately ad- 
vanced or advanced stages,” he found that 
285 were frankly advised by the first phy- 
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sician consulted that they did not have tu- 
berculosis. 

No. 2. Dr. Richard C. Cabot, than, 


whom there is no better diagnostician in 
America, in discussing the above report 
by Dr. Hawes, said: “I have had an op- 
portunity to teach post-graduate students 
during the past ten years. I have taught 
five hundred graduate physicians from 
pretty nearly every state in the union. I 
think it is not exaggeration to say that 
98° of these gentlemen know nothing 
about the physical signs of incipient tu- 
berculosis. That is their statement to me, 
not my statement about them. 

“T have taken these graduate classes to 

Rutland where, by the kindness of the 
trustees and attending physicians, my pu- 
pils have had the privilege of examining 
these cases, and it has been the same story 
year after year. We take a group of in- 
cipient cases and the students examine 
them carefully, when they say to me (in 
substance), ‘What you call advanced, we 
call incipient, and what you call incipient, 
We call normal lungs.’ I have not myself 
the least doubt that this is the state of the 
medical profession throughout the United 
States—98% of it. 

“We mustn’t forget the fact that this 
diagnosis is a very difficult one from the 
physical signs. 
that, on the whole, the history of the pa- 
tient is going to be of more importance in 
the recognition of early cases than the 
physical signs, for I don’t believe the av- 
erage general practitioner will be able for 
many years to recognize incinvient tuber- 
culosis from the physical signs. The 
signs are too faint; the number of men 
who can hear them is comparatively 
small.” 

In the same year the above report was 
made Dr. Hoyt E. Dearholt, executive sec- 
retary of the Wisconsin Anti-Tuberculo- 
sid Association, reported conditions in 
Wisconsin equally bad or worse. 

No. 3. In 1914 Dr. Lavenson, of Los 
Angeles, Cal., in a report published in the 
Journal of the American Medical Associa- 
tion, showed that in a series of cases in 
all stages 81 9-11% were advised that they 
did not have tuberculosis when they first 
sought relief from their symptoms. 

No. 4. In May of this year, before the 


Texas State Medical Society, I reported 


I think it is true to say 
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my investigation of one hundred cases at 
the ‘lexas State Tuberculosis Sanatorium. 
Kighty-eight per cent of this hundred 
cases were not diagnosed when they first 
sought relief and were frankly advised 
that they did not have tuberculosis. The 
diagnoses were finally made from within 
four weeks to six years. At the sanato- 
rium, 6% of these cases were classed as 
incipient, 40% were moderately advanced, 
and 54% were advanced. 

I presume the conditions in these four 
states — Massachusetts, Minnesota, Cali- 
fornia and Texas—representing as they do 
every point of the compass, is fairly il- 
lustrative. And if these reports give the 
true status, “There is something rotten in 
Denmark.” There is something radically 
wrong somewhere, and it is our duty to 
find and correct it. 

I submit the examining physician’s re- 
port on the following cases, for the rea- 
son that so far as I have been able to 
learn it is in line with the conditions ex- 
isting in every state tuberculosis sanato- 
rium. On the second page of every appli- 
cation blank we send out is printed the 
definition of the different stages of tuber- 
culosis adopted by the National Associa- 
tion for the Study and Prevention of Tu- 
berculosis. The examining physicians 
sign just above the following: 


Incipient.—“Slight or no constitutional symp- 
toms (including particularly gastric or intestinal 
disturbances or rapid loss of weight); slight or 
no elevation of temperature or pulse at any time 
during the twenty-four hours. Expectoration 
usually small in amount or absent. Tubercle 
bacilli may be present or absent. Slight infiltra- 
tion limited to the apex of one or both lungs, or 
a small part of one lobe. No tuberculous com- 
plications.” 


In order to avoid all personal bias, I 
requested the stenographer to select from 
our files the applications of six incipients. 
I quote these reports: 


“A—Female, age 27. Had tuberculosis for one 
year. Morning temperature 98.5, p. m. tempera- 
ture 100. Loss in weight 15 pounds. Slight af- 
fection of apex. Throat involved. Patient 
anemic and weak. Incipient stage. Prognosis 
good.” 

“B—Male, age 50. -Tuberculosis for 18 months. 
Morning temperature 98, p. m. temperature 101. 


Morning pulse 100, p. m. pulse 108. Loss in 
weight, 40 pounds. Pale; very weak. Incipient. 
Prognosis good.” 

“C--Male, age 20. Tuberculosis for four 
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months. “Temperature and pulse not given. Loss 
in weight 20 pounds.” This patient was in a dy- 
ing condition. Returned home and died in three 
weeks. 

‘D—Male, age 32. Had tuberculosis for three 
months. Morning temperature 98, p. m. tempera- 
ture 100. Pulse 100. Incipient. Prognosis good.” 
This patient was kept in bed for five months. 
Returned home and died. 

“E—Male, age 33. Tuberculosis for six months. 
Morning temperature 98, p. m. temperature 100. 
Loss in weight, 30 pounds. Incipient. Prognosis 
good.” Entire chain of right cervical glands in- 
fected and range in size from a buckshot to an 
English walnut. Patient has been in bed four 
months—no improvement. 

“F—Male, age 48. Morning temperature 99, p. 
m. temperature 100. Loss in weight, 20 pounds. 
Right apex infiltrated. Prognosis excellent.” 
This patient is still confined to his bed after 
seven months in the sanatorium. Reclassified on 
entering the sanatorium. All these were put in 
the advanced stage. 


If the condition presented up to this 
point represents the attitude of our phy- 
sicians to early tuberculosis, there must 
be some strong reason for it. I shall now 
endeavor to present what I believe to be 
largely. responsible for this most disas- 
trous condition of affairs. 


As I see it, faulty teaching has given us 
the wrong idea of tuberculosis. Our clin- 
ical picture of the early stage of this dis- 
ease is wrong. Twenty-five hundred years 
ago Hippocrates described a tuberculous 
patient as pale, wasted, bright eyes, burn- 
ing cheeks, continuous cough, night 
sweats, high fever. This is tuberculosis 
all right, but it is the closing scene. 


I shall now quote from our most popular 
text-books on practice and endeavor to 
show that there is little if any change in 
this Hippocratic picture. And I wish to 
stress the fact that these are the books 
from which the physicians get their ideas 
of tuberculosis. I do not think it exag- 
geration to say that some of these books 
are in the office of every doctor, and he re- 
lies on them. Only those specially inter- 
ested in tuberculosis buy books treating 
this subject alone. 

“Practical Medicine,’ by Thompson, 
published July, 1900, page 245, under 
Symptoms: 


“1. Haemoptysis, which may precede any 
other evidence of local trouble and be repeated 
Several times at intervals of months or a year or 
two. In other cases it is the forerunner of very 
rapid local changes. 


+ 
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“2. Acid dyspepsia and anaemia with palpita- 
tion and lassitude. 

“3. Obstinate cough following a slight cold, a 
protracted winter cough in several successive 
seasons. 

“4, Progressive loss of weight and strength, 
although the patient may be eating and sleeping 
well. 

“5. Chills, 
fever. 

“6. A continued hectic type of fever, prolonged, 
of low grade and not yielding easily to treat- 
ment.” 


fever and sweating as in malarial 


“Practice of Medicine,” by Osler, pub- 
lished in 1895, under Symptoms, page 
240: 


“Pain in the chest may be early and trouble- 
some or absent altogether. It is usually associ- 
ated with pleurisy and may be sharp and stab- 
bing in character and either constant or felt only 
during coughing. Cough is one of the earliest 
symptoms and is persistent in the majority of 
instances from beginning to end.” 


As these pictures were drawn fifteen 
years ago, you may think them out of 
date. I will, therefore, quote from our 
latest chapters on tuberculosis. 


“Medical Diagnosis,” by Anders, pub- 
lished in 1911, page 762, under Incipient 
Phthisis: 


“The patient usually complains of an increased 
sense of languor, weakness and moderate but 
progressive loss of weight. He may also experi- 
euce chilly sensations at different times during 
the disease. The appetite is poor and fatigue 
and dyspnea follow very slight exertion, and 
the patient has for months, probably years, been 
unable to take food rich in fats. A distaste for 
fats is a highly significant symptom. Not infre- 
quently gastric disturbances, e. g., anorexia, with 
nausea and possibly vomiting after a _ night’s 
sleep, epigastric distress, eructation of acid sub- 
stances and flatulency—are among the early 
symptoms, and indeed it is often for these that 
the patient consults the physician, believing that 
he is suffering from gastric disease. Occasion- 
ally slight, pleuritic pains are experienced, and 
if PROSTRATION IS WELL MARKED, there is 
PRONOUNCED SWEATING AT NIGHT. Cough 
is a common symptom, although in many cases 
it is but slight and may be accompanied by but 
a moderate amount of glairy expectoration.” 

Page 763: “Slight fever is ordinarily present 
at some time during the 24 hours, and in certain 
cases chills, followed by exacerbations of tem- 
perature and profuse sweating, are present; it is 
in this particular class of cases that: the disease 
in a measure simulates malaria.” 


If this chapter is not late enough to 
prove my contention that we are still look- 
ing at the Hippocratic picture, I will 
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quote an authority whose book is still 
warm from the press. 


Tyson’s “Practice of Medicine,” sixth 
edition, revised and published April, 1914, 
page 228, under Symptoms: 


7 


“The onset of tuberculosis of the lungs is by 
no means uniform. Notwithstanding the fact that 
its insidious nature is well recognized, its initial 
stage is often overlooked. The victim is scarcely 
appreciably ill. He may lose flesh and strength 
continuously. He may even say that he had no 
cough, avhile close questioning will ascertain that 
he has had a slight hacking cough for some time, 
worse in the mornings. Soon the symptoms are 
plainer, there is EVIDENT WASTING, an inter- 
mittent fever, a BRIGHT EYE and the COUGH 
with EXPECTORATION is a conspicuous symp- 
tom. Yet during all this the patient is cheerful 
and denies that there is much the matter with 
him. In another instance the individual is sub- 
ject to colds, he takes cold repeatedly, and each 
attack, while passing away, yields more stub- 
bornly than the previous one, and finally one 
comes that persists. There is daily fever which 
abates to return again, EMACIATION is evident, 
and the BRIGHT EYES and BURNING CHEEKS 
and NIGHT SWEATS again attest the ARRIVAL 
of this dread disease.” 


Given this picture, the man in the 
street can make the diagnosis. With 
these teachings before them, physicians 
will not ‘even suspect early tuberculosis. 
If we are to detect this disease in its in- 
cipiency, these chapters must be rewrit- 
ten; the pictures they now present must 
be turned to the wall. It is just as con- 
sistent, and less dangerous, to wait for 
the hair to fall out, the throat to ulcerate 
and the body to scab before making the 
diagnosis in syphilis. 


Let us refer to the definition of an in- 
cipient case; let us get before us the fact 
that a tuberculous patient does not at the 
beginning of his illness look bad or often 
feel really sick. The diagnosis should be 
made before the patient is obviously ill. 
He should in no way differ in appearance 
from a perfectly normal individual. I re- 
cently examined a young woman who 
weighed 216 pounds and found that she 
had active tuberculosis in both lungs. 
Her only complaint was that she felt bad 
and was tired every day. 


Dr. Cabot charges that 98% of us can 
not find anything abnormal in the lungs 
of our incipient patients. If this is true— 
and I do not doubt it—let us look for the 
reason. Again I refer you to our teachers, 





SOUTHERN MEDICAL JOURNAL 


to our text-book authors. 


Osler, page 246, 
under Auscultation: ; 


“On the other hand, there are cases in which 
the earliest sign is a harsh, rude _ respiratory 
murmur. On deep breathing it is frequently to 
be noted that inspiration is jerking and wavy, 
the so-called cog-wheel rhythm; which. however, 
is by no means confined to tuberculosis. With 
extension of the disease the respiratory murmur 
is harsh and, when consolidation occurs, whiffing 
and bronchial. With these changes in the char- 
acter of the murmur, there are rales due to ac- 
companying bronchitis. When softening occurs, 
they are louder and have a bubbling, sometimes — 
a characteristic clicking quality.’” 


“Practical Medicine,” Thompson, page 
257: 


“Dry crackles, or sub-crepitant rales, are also 
an EARLY sign, which vary in coughing and at 
the end of deep inspiration. They may be 
coughed away entirely at first or become more 
raoist. Later, loud bubbling moist rales, widely 
disseminated, are heard, which should be tested 
in different phases of respiration and by cough- 
ng.” 


This is what we are taught to listen for. 
I graduated eleven years ago and I was 
taught to listen for rales, gurgling sounds, 
metallic tinkles, signs of cavitation; in 
fact, “Alexander’s Ragtime Band,” and if 
I did not hear them I considered my pa- 
tient’s lungs clear. These signs are pro- 
duced by marked ulceration and softening. 
As a rule, when’ this condition is reached, 
our patient is doomed. At this time we 
may, perhaps, prolong life; but the chances 
for perfect recovery are indeed very un- 
certain. In my judgment, this teaching 
accounts for our inability to detect the 
slight departure from the normal respira- 
tory murmur heard in the lungs of incip- 
ient patients. If we are taught that 
measles is characterized by a cutaneous 
eruption we will, in its absence, withhold 
the diagnosis. 


I shall now consider the microscope as 
a diagnostic agent in early tuberculosis. 
The first of this year I endeavored to find 
out what per cent of. incipient patients 
showed bacilliary sputa. I wrote to every 
individual and organization from whom I 
thought it probable to get this informa- 
tion. The National Association for the 
Study and Prevention of Tuberculosis 
stated, in substance, that it was impossi- 
ble to get any definite information on this 
point owing to the fact that most doctors 
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refused to make a diagnosis in the ab- 
sence of positive sputa; and concluded by 
saying that possibly 40% would show 
germs. The report from the Boston Con- 
sumptives’ Hospital stated that 75% of 
their cases were diagnosed before there 
was either cough or sputum. This is 
nearer, as it should be. It was stated be- 
fore this Association at Richmond, Va., 
that 35% would show positive sputa. To 
average these reports give us 331-3% in 
whose sputa we would find the bacilli. 
Now, if this is even approximately cor- 
rect, it follows that in 66 2-3% of our early 
cases we can not rely on the microscope; 
because in so doing two-thirds of our pa- 
tients will pass to the advanced stages be- 
fore having the diagnosis made. With- 
holding the diagnosis for a positive sputum 
and waiting till our patient “looks like” 
he has tuberculosis is more fatal than Sy- 
denham’s injunction to “ride and rough 
it” as a cure. 

Why do our physicians wait for germs 
in the sputa? Osler, page 257, says: 


“So ESSENTIAL is the examination of the 
sputum in the EARLY diagnosis of phthisis that 
I would earnestly insist upon the more frequent 
employment of this method. There is no excuse 
for its omission, since if the practitioner has not 
command of the necessary technique, there are 
laboratories in many parts of the country at 
which the examinations can be made. EARLY 
detection is of vital importance, as the success- 
ful treatment depends upon the measures taken 
before the lungs are extensively involved.” 


It is easy to find the physician’s sup- 
port, however fallacious it may be, in re- 
fusing to make a diagnosis when there 
are no germs in the sputum. 

Before the appearance of germs in the 
expectoration there must be (as a rule) 
extensive ulceration, softening and break- 
ing down of the lung tissue. To save our 
patients and to check the spread of the 
disease, the diagnosis must be made and 
treatment begun before this condition is 
reached. 

As a serious matter of fact, our au- 
thors to the contrary notwithstanding, 
every case of tuberculosis should have the 
diagnosis made before there is softening 
and therefore germs. It is worse than 
tragic to permit a large per cent of our 
tuberculous patients to reach the practi- 
cally incurable stages before making a di- 
agnosis. Within a comparatively recent 
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date the diagnosis of tuberculosis was con- 
sidered equal to signing the patient’s death 
warrant; and if we wait for a positive 
sputum, wasted form, bright eye, burning 
cheeks and night sweats, its meaning will 
remain unchanged. 

If, as it appears, very few of us can 
detect anything abnormal in the chests of 
our incipient patients, and we can not 
rely on the microscope for early findings, 
what, then, may we do to find these cases 
at an earlier date? As I see it, we ...0uld 
here apply the question of common sense 
and the fever thermometer. What, then, 
are the common sense symptoms for which 
we must look, and upon which our opin- 
ion must be based? Let us bear in mind 
that the early symptoms, are, as a rule, 
toxic in character. They are due to ab- 


sorption. The most common symptoms 
are: 
1. Fatigue, an unreasonable fatigue, 


without sufficient exercise to produce it. 

2. The feeling of being “run down,” a 
persistent state of feeling bad. 

3. An appetite without edge, a persist- 
ent indifference to food. 

4. Loss of energy and mental tone. 

5. Indigestion or slight loss of weight. 

6. Slight morning cough or tendency to 
clear the throat. 

7. Chest pains, usually between or be- 
low the scapulae, pains aching in charac- 
ter. : 

8. Reflex hoarseness. 

9. Rapid pulse, 80 or above. 

These are among the earliest symptoms 
and when they persist or persistently re- 
cur, no other diagnosis is justifiable until 
we can positively eliminate tuberculosis. 
It may be urged that the early symptoms 
are multiform and therefore more or less 
confusing. This is true, but when per- 
sistent, they tell the story. 

There are a few other symptoms, some- 
times early, that must not be overlooked. 
A hemorrhage, slight or severe, should be 
considered tuberculous in origin unless we 
can prove otherwise. An idiopathic pleu- 
risy means tuberculosis in 95% of all 
cases and should not be dismissed as in- 
tercostal neuralgia or rheumatism. 

With the continuation of any of the 
above symptoms, our susvicion of tuber- 
culosis should be thoroughly aroused. With © 
this in our minds, we should go thoroughly 








588 


into the patient’s history—personal, fam- 
ily and enviromental. Those who know 
most about this disease put environment 
above heredity. Without the seed the dis- 
ease can not develop. If the history shows 
that our patient tires from a usual day’s 
labor, that he persistently feels bad, that 
his appetite is below par, that he suffers 
from chronic indigestion or symptoms of 
la grippe, bronchitis or a cold, or has been 
exposed to tuberculous people, we should 
take his temperature and pulse at 7, 10, 
12, 2, 4 and 8 each day for a week. If 
his morning temperature is persistently 
subnormal, below 98, and his afternoon or 
evening temperature is elevated, 99 or 
above, and his pulse goes above 80, we 
should not hesitate to make a diagnosis of 
tuberculosis. It is said that any two of 
the symptoms given in Norris’ quartette 
justifies the diagnosis. His four symp- 
toms are: 

1. Rapid pulse. 

2. Slight afternoon temperature. 

3. Slight loss of weight. 

4. Slight cough. 

These symptoms are more significant, 
more reliable in tuberculosis, than peri- 
odic chills and fevers are in malaria. To 
sum up: A rapid pulse, a subnormal 
morning temperature with afternoon ele- 
vation ; the sense of feeling bad and fa- 
tigue before the day is over, is tubercu- 
losis unless there is indisputable proof to 
the contrary. 


In closing, let me beg that we make our 
attitude towards tuberculosis one of eter- 
nal suspicion. The “white plague” is 
everywhere. It is the most common, the 
most frequent of all diseases. The find- 
ing of our early cases is the general prac- 
titioner’s burden, and if he will denend 
less upon the stethoscope and the micro- 
scope and rely more on common sense and 
the fever thermometer, he will find a 
much higher per cent of his early cases 
and thousands of lives will be saved an- 
nually. 
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REST AND EXERCISE IN TUBERCU- 
LOSIS.* 


By THOMPSON FRAZER, M.S., M.D. 
Asheville, N. C. 


Were it for no other reason than the 
well-known fact that it is only by ham- 
mering at the old truths that we can drive 
them in, I believe that a discussion of rest 
and exercise in tuberculosis is appropri- 
ate at this meeting. I believe, however, 
that we have further justification for con- 
sidering this well-worn subject; for, 
judging by the number of tuberculous in- 
dividuals who are sent away with such 
varying ideas as to what they are to do 
and what they are not to do, it is evident 
that there still exists among the profes- 
sion a lack of agreement as to the merits 
of rest and exercise, and the function of 
each, in the treatment of tuberculosis. 
For some patients, on being sent from 
home, are instructed vaguely to “rest;” 
others receive the equally vague advice 
that “exercise” is what they require. 

Happily, the old era has passed when 
individuals with active tuberculosis were 
advised to take all the exercise possible. 
It is scarcely necessary to remind you that 
during the following period the medical 
profession, convinced of the harmfulness 
of exercise, now veered to the other ex- 
treme and laid all the emphasis on rest. 

While the beneficial effect of rest in the 
treatment of tuberculosis has been gen- 
erally conceded and is often manifest in a 
short space of time, we have learned that 
too often the brilliant results obtained 
were of but temporary duration, the va- 
tient discharged as an arrested case fre- 
quently suffering from a recurrence of 





*Read in Section on Medicine, Southern Medical 
Association, Ninth Annual Meeting, Dallas, Tex., 
Nov. 8-11, 1915. 
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symptoms shortly after returning to his 
former surroundings, so that it would seem 
at first sight that rest as well as exercise 
had signally failed of accomplishing what 
had been hoped and claimed for it. 

It is the purpose of this paper briefly to 
show that both rest and exercise have a 
place in the therapy of tuberculosis, and 
to point out the function of and the indica- 
tion for each procedure. Exercise, as com- 
monly understood, is the use of the mus- 
cles. All life, of course, demands a cer- 
tain amount of exercise and could not go 
on without it; when we speak of “exer- 
cise,’ therefore, we mean a use of the 
muscles over and above that minimum 
which is inseparable from. life itself. 


The effects of exercise in the normal 
individual are so well known as to need 
but a passing mention. I need simply re- 
fer to the fact that as the result of in- 
creased muscular*,contractions albfunc- 
tional activities are stimulated: the heart 
develops greater strength, the flow of 
blood and lymph is accelerated, the lungs 
become more active (the oxygen intake is 
increased and more carbonic acid gas is 
given off); the various other organs and 
glands share in this increased activity so 
that appetite and digestion are improved, 
elimination is increased and nutrition is 
placed on a higher level. 

_ Now it must not be forgotten that this 
increased functional activity demands an 
increased expenditure of the chemical re- 
sources of the body: the food which has 
been stored up for use is burned up at a 
faster rate to supply the necessary ener- 
gy. At the same time the formation of 
waste products, the result of the greater 
combustion, is also increased. These waste 
substances — chiefly lactic acid and car- 
bonic acid gas—have a definite physio- 
logical function and in small quantities 
act as a stimulant to the various organs 
and tissues; when exercise is prolonged or 
excessive, however, the accumulation of 
these substances exerts a depressing in- 
fluence and is distinctly harmful to the 
body. The symptoms which are the re- 
sult of the excessive accumulation of these 
“fatigue substances,” as they are called, 
are general fatigue, a febrile reaction, 
cardiac and respiratory embarrassment, 
functional depression of the various bod- 
ily activities, impairment of appetite and 


digestion, loss of weight, etc. It is thus 
evident that exercise, when indulged in 
within certain limits, exerts a beneficial 
effect, but if pushed too far it carries with 
it a train of symptoms which are indica- 
tive of exhaustion. 

It is a fact familiar to all that in the 
healthy individual a considerable degree 
of fatigue may be promptly recovered 
from without injury and that the ill ef- 
fects of the accumulation of fatigue sub- 
stances are gotten rid of by the means of 
rest. During rest the combustion of fuel 
and the production of fatigue substances 
are minimized and the lessened demands 
on the body give the tissues a chance to 
recuperate. Thus, food is stored for fu- 
ture use, the heart is relieved of its bur- 
den, elimination is no longer taxed, the 
temperature falls, weight is gained, there 
is an improvement in the digestive and 
other functions, and there follows a re- 
turn to the feeling of health and strength. 
The body, now rested, is ready for new 
demands. I have dwelt somewhat on 
these simple physiological facts because I 
believe that it is only through a thorough 
understanding of them that we can ar- 
rive at an appreciation of the function of 
rest and exercise in disease. 

We have seen, then, that in health the 
body can compensate for a considerable 
degree of fatigue provided that an ade- 
quate period of rest follow the accumula- 
tion of waste products. 

Turning now to a discussion of the re- 
covery from fatigue in disease, we find 
that an entirely different problem is pre- 
sented. Thus, in tuberculosis the body 
has a double duty to perform: not only 
must it make good the natural loss as in 
the normal individual, but it must combat 
the poisons of the disease as well; and 
the inability to shoulder this double bur- 
den gives rise to symptoms which are so 
like those of fatigue, viz., elevated tem- 
perature, increased pulse rate, mental and 
bodily tire, digestive derangements, etc. 


This brings us at once to the anplica- 
tion of the principles of rest and exer- 
cise in the treatment of tuberculosis. 
Aside from the direct iniurvy that exer- 
cise may cause to the lungs, it is plain, I 
think, that so long as there are symptoms 
which point to already overworked or- 
gans, instead of adding to the efforts 
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which the body must make (as was the 
case when violent exercise was advo- 
cated), we should, on the contrary, at- 
tempt to lighten, by every possible means, 
the load which the body shall carry. It 
can not, therefore, be too strongly put that 
during active stages of tuberculosis exer- 
cise is to be regarded as an additional and 
unnecessary burden and that during this 
period our best means of successfully fight- 
ing the disease is by reducing the expendi- 
ture of energy to a minimum. This is 
accomplished through the institution of 
rest. 

Now, rest is a vague term—to some 
this means simply stopping work; to 
others a trip or some form of diversion is 
implied—so that we shall not get the re- 
sults we are after unless we specify what 
we mean by rest. I believe that even in 
incipient cases we should insist for a 
short period on as near absolute rest as 
we can get—that is, rest in bed. As Dr. 
Lawrason Brown has said: “Rest in bed 
is essential in all early cases for’ some 
time as well as for any patient who is 
not doing well. Rest harms few patients 
even when carried out longer than neces- 
sary. Had I to begin treatment 
today for tuberculosis, knowing what I 
do, however little it may be, I would go 
to bed and remain there for two months, 
whether symptoms were present or ab- 
sent. Such, I feel, is the importance of 
rest at the beginning of treatment.” The 
good effects of rest are often shown in a 
few weeks’ time—pulse and temperature 
falling, cough and exvectoration becoming 
less, strength and spirits improving. In 
other cases it may take several months 
before the good effects become manifest. 
The duration of this rest in bed will, 
therefore, denend upon the behavior of 
the individual patient: as symptoms sub- 
side and strength improves he is allowed 
a little more latitude, sitting un for a 
short time daily, the neriods being grad- 
ually increased until the invalid or reclin- 
ing chair is substituted for the bed. 


We must not lose sight of the fact, how- 
ever, that valuable as rest is, it can easily 
be carried to the extreme and that as a 
therapeutic measure it has its limitations. 
This was the fault of the rest treatment 
of several years ago when patients who 
had become free of symptoms and had 
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made gains in weight were regarded as 
apparently arrested; while the immediate 
results were favorable, too often the per- 
manent results were far from satisfac- 
tory. As soon, therefore, as the patient’s 
strength permits he must be put on exer- 
cise. 

The period at which exercise is begun 
is often a critical one. After a prolonged 
rest the patient feels so good that he is 
easily tempted to overdo. The fact should 
be duly impressed upon him that his feel-. 
ings are no guide to his ability to exer- 
cise and that as Drs. Brown and Heise 
have said, ‘More relapses, more failures 
to recover are due to overexertion than to 
any other cause.” 

We have said that “rest” is a relative 
term; the same is true of “exercise.” For 
some the ordinary movements required in 
getting dressed, going to meals, etc., will 
be sufficient and increased demands should 
not be made until these every-day move- 
ments can be taken with impunity. One 
might paraphrase an old proverb by say- 
ing, “A step too soon spells ruin.” While 
no general rule can be laid down, it may 
be said that exercise should not be pre- 
scribed unless the temperature has been 
99.5 or under for a week; if the pulse is 
90 or over it should not be allowed, nor if 
the sputum is bloody or pinkish. If ex- 
ercise caused marked shortness of breath 
it should be given up or greatly reduced. 

The best form of exercise is walking. 
At first it should be doled out very grudg- 
ingly—prescribed in five-minute doses, 
once, then twice daily, beginning with a 
walk in the morning and increasing by a 
few minutes until a walk of an hour or 
more is taken both morning and after- 
noon. This will be found the most suit- 
able exercise. It should not be ‘taken di- 
rectly after meals, and it must not be 
pushed to the point of fatigue—to avoid 
this it must be verv gradually increased. 

It will be seen, then, that it is not a 
question as to whether rest or exercise is 
indicated in the treatment of tuberculosis. 
but rather the amount of each to be pre- 
scried and the period in the disease at 
which these measures should be employed. 
The “rest cure” is urgent at the begin- 
ning of treatment and in the presence of 
active symptoms; its failure to give per- 
manent results is only another way of say- 
ing that tuberculosis is a disease charac- 














FRAZER: REST AND EXERCISE IN TUBERCULOSIS 


terized by relapses. In order to guard 
against the likelihood of a relapse—that 
is, to secure a “permanent arrest” of dis- 
ease—the patient, when discharged, should 
be able not only to stand as much work, 
but more work than he will have to stand 
when he returns to his former environ- 
ment; for it must be borne in mind that 
the enviroment will be all against him: 
indoor life probably (a good part of the 
day), temptations to which he was not 
exposed while undergoing treatment, and 
the absence of constant medical supervi- 
sion all conspiring to put one’s resistance 
to a severe test. So that getting rid of 
symptoms when the body is at rest does 
not mean a “cure” or “arrest” of disease. 


The term “cure,” I am glad to say, is 
rapidly falling into disfavor as being in- 
exact and unscientific; I believe, however, 
that we may properly speak of an “eco- 
nomic cure,” or the capacity of returning 
to one’s former work and environment 
and remaining well—not for weeks or 
months—but permanently. To make a re- 
turn to work feasable, then, the endur- 
ance of the patient must first be built up. 
Here is the function of exercise: to accus- 
tom one to gradually increased efforts 
without ill effects. It is only when the 
patient is able to stand several hours’ 
walking or other form of exercise without 
harm that we are justified in feeling that 
his is an arrested case. 


If there is one thing that we have 
learned about the treatment of tubercu- 
losis it is that it takes time. And, unfor- 
tunately, this transitional period, during 
which the patient looks well and feels well, 
is too often cut short; for lack of funds 
or for some other reason he returns to 
work without having attained that degree 
of endurance which alone makes this step 
a safe one. 


It is with the hove of returning pa- 
tients in a shorter time to their working 
capacity that there has develoned in recent 
years what is called the “autoinoculation 
treatment.” I shall not take this up in 
detail; suffice it to say that after a com- 
paratively brief resting period the pa- 
tients are put on walking exercise and 
then on more severe exercise. It is 
claimed that exercise has a definite thera- 
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peutic value in that “autoinoculation” 
takes place, the patient being benefited by 
an inoculation of his own tuberculin. Al- 
though there are many who have gotten 
good results with this method of treat- 
ment, I believe it is difficult to determine 
just what dose the patient is getting in 
these autoinoculations, and that the pro- 
cedure may be productive of great harm 
unless properly used. I feel that it is 
safer and wiser to accustom the patient 
gradually to increasing amounts of exer- 
cise than it is to prescribe exercise with 
the view of producing autoinoculation. 


If we briefly summarize the chief points 
of this paper they may be stated as fol- 
lows: 


1. That a thorough knowledge of the 
principles of rest and of exercise must 
underlie the treatment of tuberculosis. 


2. That neither exercise nor rest is to 
be prescribed off-hand, but that so long 
as there are symptoms pointing to an 
overworked body rest is indicated, the 
character and amount to be carefully pre- 
scribed; and that with improvement ex- 
ercise slowly increased provides the safest 
means of regaining health and strength. 


3. That exercise must be very gradually 
increased, as a single act of overexertion 
may delay recovery months or years, or 
even make it impossible to attain. 


4, That the transitional period referred 
to should be continued under careful med- 
ical supervision until the patient is able 
to stand without harm more than he will 
be called upon to stand when he takes up 
active work. 

I believe that if these points are duly 
considered, and that if, instead of vaguely 
advising rest or exercise, we limit the 
amount and character of each with the 
aim of returning our patients to a condi- 
tion in which they will be able success- 
fully to cope with their changed environ- 
ment, that in the future we shall hear less 
and less of relapses and shall be able to 
accomplish what.should be our chief aim— 
an economic cure. 





This naper is one of a Symposium on Tubercu- 
losis. The remainder of the papers, together with 
the discussions of all the papers, will appear in 
the August issue. 
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throat would not respond to treatment 
and so had the sputum examined and tu- 
bercle bacilli were found. The radio- 
graph showed dense infiltration of the en- 
tire left lung and yet there had never been 
any cough or temperature or loss of ap- 
petite or weight or strength. Not a sin- 
gle symptom of any kind and the loss of 
the left lung not discovered until it was 
complete. This is the case of a man of 
forty built like an athlete, living a most 
temperate life, from a splendid family 
with no history of tuberculosis, with 
plenty of money and no overwork; with 
not one single predisposing factor, and 
yet the left lung was completely destroyed 
without his knowledge. When was the 
digging of this pit begun, and where and 
how? Years ago, in earliest childhood, in 
the bronchial glands. Long before there 
was any reason for expecting danger, 
when only the X-ray could have revealed 
it. It is all too plain now and too easily 
read—this story of how the bronchial 
glands enlarged ,and furnished perpetual 
supplies of infection for the extension of 
tuberculous processes through the Jungs 
until the devastation was complete. When 
and how should this disaster have been 
prevented? Years ago when, as a romp- 
ing, healthy boy he offered every prom- 
ise of a successful life. Talented, well 
born, well equipped in every way, his fu- 
ture seemed absolutely assured until just 
at the very height of well deserved and 
brilliant success he fell with a crash, 
broken and gone. All this might huve 
been prevented and his life abundantly 
protected if he had been carefully and 
regularly examined by an expert well in- 
formed and on his guard against the dan- 


- gers peculiar to good health hecause of his 


knowledge that good health is the very 
cloak behind which the development of 
tuberculous processes are most e‘fectually 
concealed. The tuberculosis expert knows 
full well that healthy school children are 


‘in far greater danger from the uwunsus- 


pected extension of tuberculous processes 
than the sick ones are because bad health 
stimulates examinations and good health 
prevents them. 

A second class of cases is equally dan- 
gerous and equally benefited by a compre- 
hension of the nature of bronchial gland 
tuberculosis,—cases with suspicious symp- 
toms not confirmed by physical signs in 


the lungs or tubercle bacilli in the spu- 
tum. 

A mother takes her child to the good old 
family physician and friend because she 
is worried by a cough. The child seems 
well enough; is strong and vigorous; eats 
well, sleeps well, is up to the standard of 
weight. The kind old doctor neglects 
nothing; the throat, the tonsils, the larynx 
and lungs are all carefully and compe- 
tently examined and nothing found to ex- 
plain the cough. With a sigh of relief he 
straightens up, pats the worried mother 
on the back, kisses the pretty little girl 
and tells them to run along home; that 
there is absolutely nothing the matter be-. 
cause nothing can be found in the Jungs. 
The child eventually marries, has a child 
of her own, still coughs a little, still is 
told that there is nothing in the lungs. 
Finally, after the birth of the second child, 
the right lung is found involved down to 
the third rib in front and seventh behind. 
Is this a sudden development? ‘Has she 
recently “contracted” tuberculosis? : Do 
we explain the unconscious and rapid pro- 
duction of so much loss by the virulency 
of the strain of tubercle bacilli? Sup- 
pose at the age of five, or whenever the 
slight cough began, the doctor had said: 
“A cough, eh? We must see about this.” 
After all the negative findings, suppose an 
X-ray had been made and the cough ex- 
plained by the sight of the enlarged glands 
pressing upon the trachea and bronchi? 
Bronchial gland tuberculosis with nega- 
tive findings in the lungs and sputum 
would then have been the diagnosis. 

Or suppose there is not even a cough; 
that the child is just not quite right; is 
not strong enough, somewhat listless and 
lacking in vigor. The mother’s instinct 
alarms her; a careful examination is 
made; nothing is found. The mother’s 
instinct warns her that all is not well; 
she tries to increase the child’s strength 
by careful feeding and life in the country; 
always there is that haunting fear that 
the doctors may be mistaken: at twenty- 
two tuberculosis is discovered and now, 
after seventeen years of delay, physical 
signs appear. For seventeen vears the 
tuberculous processes in the bronchial 
glands were overlooked because their im- 
portance was not appreciated. 

A young man spits a little blood and 
rushes to his father’s friend, the famous 
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BRONCHIAL GLAND TUBERCU- 
LOSIS.* 


By MAry E. LAPHAM, M.D. 
Highlands Camp Sanatorium 
Highlands, N. C. 


We are told often enough that if we 
would educate a child properly we should 
begin with its grandmother, and it begins 
to seem equally probable that if we are to 
prevent the tuberculosis of the grand- 
mother we must begin with the child. 

Bushnell thinks that the child’s future 
is decided before it is five years old, and 
it is altogether probable that when tuber- 
culosis develops it begins in the bronchial 
glands. This beginning does not seem to 
depend upon exposure to infection, nor in- 
heritance, nor bad housing, nor any other 
known factor, because it occurs under 
ideal conditions of health and sanitation 
and perfectly regardless of inheritance or 
exposure. In an exceedingly healthy hill 
district, where there had not been a 
death from tuberculosis in ten years, Hil- 
lenberg found that from 25 to 50% of the 
children gave positive reactions to tuber- 
culin. 

A large percentage of our school chi!- 
dren give these same positive reactions, 
and in the majority of cases no tubercu- 
lous foci are found. It is thought that the 
residence of tubercle bacilli in the bron- 
chial glands accounted for these reactions 
and for the absence of demonstrable foci 
of infection. This presence of tubercle 
bacilli does not necessarily mean the de- 
velopment of tuberculous processes. It 
has been shown by autopsies that the 
bronchial glands are exceedingly often in- 
fected, but that there are times when the 
tissues are simply swarming with tubercle 
bacilli and yet there is not the slightest 
trace of structural changes even under the 
microscope. This harmless symbiosis 
may change to the antagonistic symbiosis 
of von Behring with hyperplasia of the 
endothelial lining of the lymph passages, 
but no suggestion of tubercle formation: 
this lvmphoid latency of Bartels is often 
the end reaction, but cellular reproduc- 
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tion may be so stimulated as to form neo- 
plasms called tubercles with all the possi- 
bilities of necrosis and caseation. 

During the first few months of infancy 
manifest tuberculosis of, the bronchial 
glands is acute, violent and usually fatal. 
With added years this fulminating char- 
acter is progressively lost and replaced 
more and more each year by a hideously 
subtle, insidious latency. Each year 
brings less danger for the child and the 
present and more for the adult and the 
future because chronicity means the pos- 
sibility of the extension of tuberculous 
processes from the bronchial glands to the 
lungs. With each year this extension is 
more certain, so that after puberty tuber- 
culosis of the bronchial glands alone is 
unknown; it disappears as a clinical en- 
tity and is replaced by its successor, tuber- 
culosis of the lungs. From birth to pu- 
berty bronchial gland tuberculosis may 
dominate the clinical picture, but after 
puberty we must admit pulmonary tuber- 
culosis. Given sufficient time, the tuber- 
culous processes in the bronchial glands 
of children may extend into the lungs and 
create the pulmonary tuberculosis of ad- 
ults. 

A thorough comprenhension of the tu- 
berculous processes in the _ bronchial 
glands of children with all their possibili- 
ties of danger for adults teaches us the 
importance of discovering and arresting 
them at the very start. When we say 
that this boy eight years old has_tuber- 
culosis of the bronchial glands we do not 
mean that he will die nor even that he is 
in very great danger, but we do mean 
that the future of the wage earner, of the 
parent, and the health of all the vears to 
come is threatened. It is because the tu- 
berculosis of bronchial glands‘may have 
to be paid for like the merry madness of 
the hour by the long penalty of coming 
time that we insist upon the importance 
of its early recognition and arrest. This 
is precisely where we are weak in our 
present methods of diagnosis. We expect 
symptoms or physical signs or tubercle 
bacilli in the sputum to warn us of the 
danger and these may not exist. Let us 
consider a typical case of absence of all 
warnings. Only a few weeks ago a man 
came to us who had never been sick a 
day in his life; his home physician was | 
puzzled because a slight irritation in the 
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tion may be so stimulated as to form neo- 
plasms called tubercles with all the possi- 
bilities of necrosis and caseation. 

During the first few months of infancy 
manifest tuberculosis of , the bronchial 
glands is acute, violent and usually fatal. 
With added years this fulminating char- 
acter is progressively lost and replaced 
more and more each year by a hideously 
subtle, insidious latency. Each year 
brings less danger for the child and the 
present and more for the adult and the 
future because chronicity means the pos- 
sibility of the extension of tuberculous 
processes from the bronchial glands to the 
lungs. With each year this extension is 
more certain, so that after puberty tuber- 
culosis of the bronchial glands alone is 
unknown; it disappears as a clinical en- 
tity and is replaced by its successor, tuber- 
culosis of the lungs. From birth to pu- 
berty bronchial gland tuberculosis may 
dominate the clinical picture, but after 
puberty we must admit pulmonary tuber- 
culosis. Given sufficient time, the tuber- 
culous processes in the bronchial glands 
of children may extend into the lungs and 
create the pulmonary tuberculosis of ad- 
ults. 

A thorough comprenhension of the tu- 
berculous processes in the _ bronchial 
glands of children with all their possibili- 
ties of danger for adults teaches us the 
importance of discovering and arresting 
them at the very start. When we say 
that this boy eight years old has_ tuber- 
culosis of the bronchial glands we do not 
mean that he will die nor even that he is 
in very great danger, but we do mean 
that the future of the wage earner, of the 
parent, and the health of all the vears to 
come is threatened. It is because the tu- 
berculosis of bronchial glands may have 
to be paid for like the merry madness of 
the hour by the long penalty of coming 
time that we insist upon the importance 
of its early recognition and arrest. This 
is precisely where we are weak in our 
present methods of diagnosis. We expect 
symptoms or physical signs or tubercle 
bacilli in the sputum to warn us of the 
danger and these may not exist. Let us 
consider a typical case of absence of all 
warnings. Only a few weeks ago a man 
came to us who had never been sick a 
day in his life; his home physician was 
puzzled because a slight irritation in the 
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throat would not respond to treatment 
and so had the sputum examined and tu- 
bercle bacilli were found. The radio- 
graph showed dense infiltration of the en- 
tire left lung and yet there had never been 
any cough or temperature or loss of ap- 
petite or weight or strength. Not a sin- 
gle symptom of any kind and the loss of 
the left lung not discovered until it was 
complete. This is the case of a man of 
forty built like an athlete, living a most 
temperate life, from a splendid family 
with no history of tuberculosis, with 
plenty of money and no overwork; with 
not one single predisposing factor, and 
yet the left lung was completely destroyed 
without his knowledge. When was the 
digging of this pit begun, and where and 
how? Years ago, in earliest childhood, in 
the bronchial glands. Long before there 
was any reason for expecting danger, 
when only the X-ray could have revealed 
it. It is all too plain now and too easily 
read—this story of how the bronchial 
glands enlarged and furnished perpetual 
supplies of infection for the extension of 
tuberculous processes through the Jungs 
until the devastation was complete. When 
and how should this disaster have been 
prevented? Years ago when, as a romp- 
ing, healthy boy he offered every prom- 
ise of a_ successful life. Talented, well 
born, well equipped in every way, his fu- 
ture seemed absolutely assured until just 
at the very height of well deserved and 
brilliant success he fell with a crash, 
broken and gone. All this might huve 
been prevented and his life abundantly 
protected if he had been carefully and 
regularly examined by an expert well in- 
tormed and on his guard against the dan- 
- gers peculiar to good health because of his 
knowledge that good health is the very 
cloak behind which the development of 
tuberculous processes are most e‘Tectua!ly 
concealed. The tuberculosis expert knows 
full well that healthy school children are 
‘in far greater danger from the unsus- 
pected extension of tuberculovs processes 
than the sick ones are because bad health 
stimulates examinations and good health 
prevents them. 

A second class of cases is equally dan- 
gerous and equally benefited by a compre- 
hension of the nature of bronchial gland 
tuberculosis,—cases with suspicious symp- 
toms not confirmed by physical signs in 


the lungs or tubercle bacilli in the spu- 
tum. 

A mother takes her child to the good old 
family physician and friend because she 
is worried by a cough. The child seems 
well enough; is strong and vigorous; eats 
well, sleeps well, is up to the standard of 
weight. The kind old doctor neglects 
nothing; the throat, the tonsils, the larynx 
and lungs are all carefully and compe- 
tently examined and nothing found to ex- 
plain the cough. With a sigh of relief he 
straightens up, pats the worried mother 
on the back, kisses the pretty little girl 
and tells them to run along home; that 
there is absolutely nothing the matter be-. 
cause nothing can be found in the lungs. 
The child eventually marries, has a child 
of her own, still coughs a little, still is 
told that there is nothing in the lungs. 
Finally, after the birth of the second child, 
the right lung is found involved down to 
the third rib in front and seventh behind. 
Is this a sudden development? ‘Has she 
recently “contracted” tuberculosis? : Do 
we explain the unconscious and rapid pro- 
duction of so much loss by the virulency 
of the strain of tubercle bacilli? Sup- 
pose at the age of five, or whenever the 
slight cough began, the doctor had said: 
“A cough, eh? We must see about this.” 
After all the negative findings, suppose an 
X-ray had been made and the cough ex- 
plained by the sight of the enlarged glands 
pressing upon the trachea and bronchi? 
Bronchial gland tuberculosis with nega- 
tive findings in the lungs and sputum 
would then have been the diagnosis. 

Or suppose there is not even a cough; 
that the child is just not quite right; is 
not strong enough, somewhat listless and 
lacking in vigor. The mother’s instinct 
alarms her; a careful examination is 
made; nothing is found. The mother’s 
instinct warns her that all is not well; 
she tries to increase the child’s strength 
by careful feeding and life in the country; 
always there is that haunting fear that 
the doctors may be mistaken: at twenty- 
two tuberculosis is discovered and now, 
after seventeen years of delay, physical 
signs appear. For seventeen vears the 
tuberculous processes in the bronchial 
glands were overlooked because their im- 
portance was not appreciated. 

A young man spits a little blood and 
rushes to his father’s friend, the famous 
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surgeon. “It’s nothing, my boy; just a 
little blood vessel in the throat or stom- 
ach; you probably have malaria. There 
is nothing in the lungs; absolutely noth- 
ing to worry about; go on back to work.” 
A few days later a little more blood is 
raised; the sputum is negative and so are 
the lungs; another physician and still an- 
other guarantee freedom from _ tubercu- 
losis because of negative findings. If an 
X-ray had been taken they would have 
seen the enlarged glands and remembered 
that hemoptysis all the way up to imme- 
diate death by violent hemorrhage is 
caused by the pressure upon the ves- 
sels by bronchial glands. A study of the 
tuberculosis of bronchial glands teaches 
us why physical signs are and must be 
absent in the lungs and tubercle bacilli 
absent from the sputum and why these 
negative findings, together with the ab- 
sence of all symptom complexes, may have 
absolutely no dianostic value. 

When the bronchial glands enlarge in 
infancy, the cartilages of the trachea are 
soft and yielding, and easily pushed in by 
pressure; this stenosis makes it hard for 
the air to get out of the lungs. The air 
enters the lungs easily enough when the 
chest wall is pulled out and there is an 
increase of space, but when the wall 
shrinks back and the bronchi are pressed 
upon, the stenosis is aggravated and be- 
comes manifested by violent expulsive 
coughing efforts to overcome it and ex- 
spiratory dyspnea or stridor. The cough 
is explosive, highly metallic and resonant, 
clinking like glass and so pathognomonic 
that, once heard, it is never forgotten and 
furnishes a reliable diagnosis without 
even seeing the child. After the second 
year the cough changes; it may be pa- 
roxysmal like croup or spasmodic like 
whooping cough; more often, it is like 
bronchitis and may be only a hemming 
or clearing of the throat, so slight as to 
escape attention. Many cases of suddenly 
fatal pneumonias, without warning of their 
seriousness, may owe their _unexnected 
fatal end to the underlying condition of 
the lung which has never been susnected. 
In these cases there is often a history of 
a cough since childhood, too slight to be 
bothered with. It would be worth while 


to take an X-ray of every child with bron- 
chitic symptoms to see how often the 
bronchial condition is due to pressure by 
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enlarged bronchial glands upon the bron- 
chi, causing stasis of the bronchial circu- 
lation, a backing up of serous effusions 
and accumulation of mucus. 

The expiratory dyspnea is wet, the 
rales can be heard at a distance and felt 
as if a column of fluid were moved up and 
down by inspiration and expiration. Suf- 
focative, capillary bronchitis may be sim- 
ulated as well as all kinds of winter or 
other colds and phases of chronic, fre- 
quently recurring bronchitis. 

Difficult expiration may create asthma 
only with difficulty differentiated from 
true bronchial asthma and the high intra- 
alveolar pressure so distends the infundi- 
bula that emphysema results. The strain 
on the larger bronchi causes bronchiecta- 
sis with accumulation of edematous infil- 
trations which are expectorated in large 
quantities, rich in leucocytes, but not con- 
taining tubercle bacilli. 

If the glands press upon the larger ves- 
sels the return of the blood may be im- 
peded; the nasal veins distended, there is 
facial cyanosis, facial edema, and even 
edema of the hands and feet. Worst of 
all, a basis for meningeal involvement is 
created which all too often follows the cir- 
culatory type of bronchial gland tubercu- 
losis. If the esophagus is eroded, evil 
smelling, crumbling masses are spit up; 
through the trachea portions of the glands 
are coughed up; masses of pus and caseous 
materials, from the bronchi or blood from 
a large vessel, may prove rapidly fatal. 

The constitutional symptoms are too 
varied to be of much diagnostic value. 
They belong to tuberculosis as a whole 
and to neurasthenic, cardiac, gastric, ar- 
thritic, pelvic, intestinal and all other dis- 
orders so that it might be said that all 
symptoms lead to tuberculosis. On the 
other hand, there may be no symptoms at 
all, because the enlarged glands do not 
cause irritating processes in the surround- 
ing tissues and give no indications of pres- 
sure. Constitutional symptoms depend 
uvon the destruction of tubercle bacilli. 
If there is no disintegration of the bodies 
of tubercle bacilli, there is no liberation 
of toxins and no absorption and no tox- 
emia. What is the danger in these con- 
cealed, latent, occult cases? 

The danger is that some day these tu- 
berculous processes may extend into the 
lungs and we never know it. Some of the 
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bronchial glands lie directly upon the 
lungs, so close that they amalgamate by 
tuberculous processes, and it is impossi- 
ble to determine where the bronchial 
glands end and the lung begins. Any 
acute infection, measles, influenza, ty- 
phoid, even a “cold,” may fill these glands 
with distended vessels and the backward 
wash of the lymph carry tubercle bacilli 
into the adjacent districts. Through the 
lymph channels surrounding the bronchi 
and their vessels they are inertly conveyed 
and deposited out like so many grains of 
sand. There is no irritation, no inflam- 
mation, no tuberculous attack and defense; 
in utter sluggishness they drift through 
the interstitial tissues, settling down here 
and there like so many barnacles, clog- 
ging, obstructing, but purely mechanical. 
In this way the hilum of the lung is first 
involved; then the main bronchi are fol- 
lowed up into the apex, out into the axilla 
and down into the base. Our bronchial 
gland tuberculosis has disappeared as a 
clinical entity and been replaced by tuber- 
culosis of the lungs, but always these 
glands remain chancres of inoculation 
from which tertiary tuberculosis, like ter- 
tiary syphilis, may at any time develop, 
be it five, ten or thirty years from now. 
Jordan has shown how these extensions 
follow the bronchi as peri-bronchial and 
peri-vascular infiltrations; as long as they 
are purely interstitial and dry they cause 
no alterations in breath sounds or reson- 
ance; the larger bronchi are filled with 
air; their lining is not roughened; there 
need be no suggestions of inflammatory 
reactions. Gradually the terminal bronchi 
are involved and these become tied down 
so that the air does not enter. The in- 
spiratory murmur is smooth as far as it 
goes, but it stops abruptly when it reaches 
the obliterated infundibula; shortening of 
the length of inspiration, and an «bnor- 
mally long pause after the stethoscope 
says the entrance of air has ceased and 
before expirations begin, are the first 
changes, preceding suppressed breath 
sounds. These suppressed breath sounds 
are merely relative at first: it requires 
atelectatic areas to complete them. Before 
atelectasis comes there is the slow, diffi- 
cult, uneven expansion of the alveoli; vou 
can hear how hard it is for the alveoli to 
be distended by the insufficiently entering 
air. These dry, interstitial infiltrations 
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are the basis of fibroid phthisis and 50% 
of all cases of pulmonary tuberculosis are 
of this type, according to Jordan. 

If these infiltrations enter the infundi- 
bula and leave the interstitial tissues, a lob- 
ular area of infiltration constitutes the 
broncho-pneumonic type of involvement. 
This type enters the lumen of the bron- 
chus, irritates, congests; there is hyper- 
emia and serous effusions. This edema- 
tous infiltration collects, the cells of the 
alveoli fall in, leucocytes accumulate and 
we have the typical clinical and physical 
signs of broncho-pneumonic infiltrations. 
This type furnishes us with plenty of in- 
formation as to its presence; the dry, 
purely interstitial fibroid processes do not 
yield signs until their nature is changed 
by necrosis or location. If the processes 
from the bronchial glands extend out over 
the periphery of the lung close up under 
the pleura, it is surprising how dense an 
infiltration all over the lower lobe of a 
lung, as shown by the X-ray, may be con- 
cealed under relatively normal breath 
signs and resonance. The frequency of 
these extensions may come to be associated 
with the diagnostic significance of idio- 
pathic pleurisies and serous pleurisies. It 
certainly seems as if these sub-pleural ex- 
tensions from _ tuberculous bronchial 
glands might well be the cause of these 
pleurisies. 





This paper is one of a Symposium on Tubercu- 
losis. The remainder of the papers, together with 
the discussions of all the papers, will appear in 
the August issue. 





THE RECOGNITION AND TREAT- 
MENT OF OCCULT TUBERCU- 
LOSIS.* 


By SILVIO VON Ruck, M.D. 
Asheville, N. C. 


The diversified symptoms which may be 
produced, either directly or indirectly, by 
an infection with tubercle bacilli, fre- 
quently present problems of great diffi- 
culty and impose a strain upon the diag- 
nostic acumen of the physician, which is, 
in many cases, relieved only by accident. 


*Read in Section on Medicine, Southern Medi- 
cal Association, Ninth Annual Meeting, Dallas, 
Tex., Nov. 8-11, 1915. 
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Since it has been shown, more especially 
by French investigators, that the action 
of the tubercle bacillus is not limited to 
the pathological lesion which has given its 
name to tuberculosis, but that it may man- 
ifest itself in simple inflammation, in non- 
characteristic. hyperplasias, in various 
skin affections, and in many symptom- 
complexes which do not in any way resem- 
ble those of tuberculosis, the clinical pic- 
ture of tuberculous disease has had to be 
extended, so much so that a recent author 
suggests, not without a show of reason, 
that any disease which does not permit a 
definite diagnosis may be suspected to be 
of tuberculous origin. 


The atypical affections, the tuberculous 
origin of which, in certain cases, has been 
demonsirated are particularly some forms 
of anemia, of digestive disturbances, of 
neurasthenia and neurosis, of skin dis- 
eases, and of the so-called rheumatic affec- 
tions. 

In his lectures in the Hotel Dieu, during 
the fifties and sixties of the last century, 
Professor Trousseau differentiated a 
“false chlorosis” from the true affection 
and recognized the former as a tuberculous 
anemia. He found that, in contrast to true 
chlorosis, for which iron is truly specific 
(Niemever), iron not only is usually in- 
effective, but often aggravates the condi- 
tion, and he has observed a number of 
cases in which the administration of this 
drug was followed by rapid consumption 
(Dobell!, James?). Dobell explains this 
by an undue oxidation being stimulated 
through the influence of the iron which, 
in accordance with his theory of the ori- 
gin of tubercle, leads to an excessive com- 
bustion of fat and ‘thereby to the deposi- 
tion of tubercle. Dobell describes the 
“true first stage of consumption” or the 
stage which precedes the deposit of tuber- 
cle, which is also called the “premonitory 
stage,” as being characterized by loss of 
fat and of flesh; by loss of strength and 
by disturbances of temperament and of 
excitability. 

Tn 1890, A. Sokoloski, of Warsaw, pub- 
lished a clinical study of the “larved forms 
of pulmonary tuberculosis,” in which he 
showed .that pulmonary tuberculosis fre- 
quently takes its inception, and may prog- 
ress for months and even vears, in vari- 
ous atypical forms which often do not rep- 


resent any symptoms suggestive of the 
underlying pulmonary disease or of its 
tuberculous nature. Sokoloski enumerates 
nine forms of what he calls the “larved” 
pulmonary tuberculosis, among which he 
includes pseudo-chlorosis, pseudo-scrofu- 
losis, pseudo-malaria, the pseudo gastroen- 
teric form and several others. He illus- 
trates his description of these occult forms 
of tuberculosis with many striking case 
histories. 


During the last fifteen or twenty years 
Professor A. Poncet, of Lyons, France, 
demonstrated the tuberculous origin and 
nature of many inflammatory conditions 
which he designates as “inflammatory tu- 
berculosis,” and in which are included 
many forms of myalgia and arthralgia, 
and the “tuberculous rheumatism” named 
after him. Poncet, who attributes most 
of these affections to a tuberculous intoxi- 
cation, has, either personally or through 
his many pupils, contributed largely to the 
literature on the subject, which is re- 
viewed, in part, by Lyle’. It was mainly 
through these studies that the tuberculous 
origin of many non-typical inflammations 
was determined. 


In a somewhat speculative monograph 
on “latent and larved tuberculosis’’>, which 
appeared in a first edition in French un- 
der the title of “The Tuberculous Intoxi- 
cations,” Hollos discusses the origin and 
nature of various symptoms which are 
usually referred to anemia, neurasthenia, 
hysteria and to various neuroses, and 
which he interprets as being due to tuher- 
culous intoxication. In his opinion, this 
intoxication occurs in consequence of a 
relative bacteriolytic immunity of the in- 
fected organism, by which the infectious 
virus is prevented from causing tubercu- 
lous disease. It may be concluded from 
this viewpoint that the toxins set free 
by the lytic action of the partially im- 
mune organism can not be disintegrated 
into their harmless elementary constitu- 
ents, and that they produce disturbances 
which appear to be due in great part to 
a toxic action upon the nervous system. 
Among the symptoms which, in the opin- 
ion of Hollos, are due to such a toxemia, 
are mentioned headache, vertigo, disturhed 
sleep, insomnia or pronounced somno- 
lence; vasomotor and temperature dis- 
turbances; irritability, nervousness, di- 
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minished mental activity ;* a sense of ex- 
haustion and rapid fatigue on slight exer- 
tion; respiratory disturbances (dyspnea, 
etc.) ; gastralgia, disturbed appetite, nau- 
sea; habitual obstipation; disturbances in 
menstruation ; Basedow’s disease, .and also 
the joint affections which Poncet com- 
prises under the name of tuberculous rheu- 
matism. In all of these conditions, Hollos 
was able to establish the relation to a tu- 
berculous infection by specific diagnostic 
methods and by the prompt relief which 
followed the administration of specitic 
remedies. He considers these toxic symp- 
toms, in the absence of typical progres- 
sive disease, as evidences of reaction and 
of a relative resistance of the organism. 

Nohl* describes nine very interesting 
cases of disease, in which the diagnosis 
of tuberculosis could not be established 
positively, sometimes for vears. The cases 
progressed under the clinical pictures of 
peritonitis, of gastro-intestinal affections, 
rheumatism, laryngitis, etc. In the end 
their tuberculous origin had to be accept- 
ed, either because of the development of 
indubitable tuberculous disease, or because 
of the results of diagnostic and therapeu- 
tic measures. In one case the tuberculous 
nature of the affection was postulated be- 
cause of its analogy to the symptoms-com- 
plex of Poncet’s inflammatory tubercu- 
losis. 

Mention may be made in this connec- 
tion of a case of pernicious anemia re- 
ported by A. Bretschneider’?, in a man 
aet. 27, in which autopsy disclosed severe 
intestinal tuberculous ulcerations, which 
had not been suspected during life. Bret- 
schneider believes that the anemia was 
due to toxins formed in the ulcers. He 
also describes the case of a woman dead 
of hemolytic icterus, in whom extensive 
tuberculosis of the lymph-glands and ul- 
ceration of the small intestines were found 
at autopsy. 

Hedwig v. Brandenstein® comnares the 
early symptoms of tuberculosis with those 





*In many cases of tuberculous intoxication an 
increased mental activity has been observed, 
which often amounted to genius in its manifesta- 
tions. Such a toxic stimulation of the mind and 
of the psyche has been believed to be active in 
cases like those of Mozart, Schiller, the young 
Goethe, of Shelley, Keats, Stevenson and many 
others, all of whom represent the erethric scrofu- 
lous type, against the torpid type with its slug- 
gish mentality. 
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of Basedow’s disease and suggests analo- 
gous causes. Bialokur? agrees with her, 
as does also Saathoff’, who proceeded in 
an opposite direction from the other ob- 
servers in his investigations. While these 
were mostly tuberculosis physicians who 
noted symptoms of thyreosis incidentally 
in their patients, Saathoff directs an in- 
stitution for internal and for nervous dis- 
eases in the mountains. His clinical ma- 
terial is made up of cases of anemia, chlo- 
rosis, deficient nutrition, nervousness; in 
all cases of thyreosis he looked for tuber- 
culosis and found that out of 45 cases of 
this kind only one was free from tubercu- 
losis. Among the 44 other cases there 
were only two in which tubercle bacilli 
were found in the sputum.. Basedow’s 
symptoms are thus noted particularly in 
early cases of tuberculosis and are apt to 
disappear if the tuberculous disease pro- 
gresses. Saathoff points out—and other 
observers agree with him—that the forms 
of pulmonary tuberculosis in which thy- 
reotoxic symptoms occur, are not usually 
severe or progressive. This finds an ex- 
planation in the view of Poncet, according 
to whom the tuberculous toxins irritate 
the thyroid gland and lead to the forma- 
tion of purely inflammatory adenomas. 
Goiter may therefore be viewed as a reac- 
tion against the tuberculous infection, the 
more so as actual tuberculosis of the thy- 
roid gland is very rare. 

Observations of a similar nature, in 
which apparently quite foreign disease 
processes were found to be based upon 
tuberculous infection, have been made by 
many other authors, most recently by Wel- 
eminsky, of Prague. As I do not wish to 
anticipate him in any publication which 
he may contemplate, I will only mention 
briefly that, in a personal communica- 
tion, this observer refers to two cases of 
psoriasis in which focal reactions, in the 
shape of itching and increased redness, 
followed upon the administration of his 
Tuberculomucine, showing the tubercu- 
lous origin of the affection, and that he 
succeeded in healing both cases by this 
treatment. Dr. Weleminsky also noted 
improvement and cure in several cases of 
epilepsy. One of them was most convinc- 
ing, as the patient had had daily seizures 
for years, and these had ceased two davs 
after the first injection of the svecific 
remedy. Six days later the attacks re- 
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turned, but they were then held in abey- 
ance by shortening the intervals between 
doses. 

Dr. B. F. Terry, of Rising Star, Tex, 
asserted years ago that chronic rheumatic 
affections in all their forms are due to an 
underlying latent tuberculosis. In a re- 
cent publication" he relates several case 
histories illustrating his contention. He 
also believes that the same is true in 
what he calls hemorrhagic condition, in- 
cluding a tendency to post partum hemor- 
rhage, menorrhagia and epistaxis, which 
were relieved by specific treatment. Ter- 
ry’s conclusions are empirical and clinical 
and are based upon the results of the the- 
rapeutic experiment by the administra- 
tion of the watery extract of tubercle bac- 
illi and of the vaccine, which was followed 
by lasting relief in a great many of the 
cases in question. 

Observations like those which were 
made by the several authors cited must 
have been made by most physicians who 
have an extensive experience in the study 
and treatment of tuberculosis in any of 
its forms; and there are probably but few 
general practitioners who have not met 
with patients presenting similar symp- 
toms, to whom ordinary methods of treat- 
ment failed to bring relief. 

The simulated anemias, digestive dis- 
turbances, capricious appetite, loss in 
physical and mental endurance and vari- 
ous vasomotor disturbances are now gen- 
erally recognized as belonging to the early 
manifestation of tuberculous disease, al- 
though their toxic origin has not been 
pointed out so clearly as should have been 
done by authors who, in recent years, have 
contributed monographs on pulmonary tu- 
berculosis, or by others who have writ- 
ten general medical and surgical text- 
books. 

The possible relation to a tuberculous 
toxemia of these apparently non-related 
affections has become evident to us on 
many occasions in our experience with 
manifestly tuberculous patients, in that 
they disappeared under specific treatment 
while they were influenced but little, and 
often not at all, by measures designed for 
their special relief or cure. We have been 
able to make similar observations in the 
examinations of children who were vacci- 
nated by us during the last four years and 
who were, with rare exceptions, in a 


much earlier stage of tuberculosis than 
are patients who come under our profes- 
sional care. The improvement observed 
in their blood state, their appetite, general 
nutrition, in obscure or obstinate skin af- 
fections, even in disposition and in-mani- 
festation of increased mentality, was a 
frequent observation on re-examination, 
nor did these changes for the better fail 
to impress the parents, associates and 
teachers. 


As illustrative, may be mentioned the case of a 
boy aet. 5, the color of whose skin was really 
ghastly, although he was not emaciated, nor was 
there any manifest tuberculous disease, unless we 
accept enlarged cervical glands as such. The 
pale, dirty, pasty appearance of the skin, and 
especially of the face, was the chief feature which 
attracted attention. His red cell count was 2,- 
800,000 and the hemoglobin determination was 
46%. A month after vaccination the red cell 
count was 4,200,000; the hemoglobin had in- 
creased to 80%. The color of his skin had be- 
come natural. The boy also had improved in 
showing more energy and desire to play; he ate 
better; his mother stated repeatedly that whereas 
he had always before ,wet the bed during 
sleep, and sometimes twice during the night, this 
accident had not occurred again since he re- 
ceived his first and only dose of vaccine. 


In connection with the occurrence of hyper- 
plasias of the thyroid and its relation to tuber- 
culous toxemia, we may mention an observation 
in a young girl, aet. 15, who was vaccinated four 
years ago. Her thyroid‘ had shown a gradual en- 
largement during the preceding year; at the time 
of our examination it appeared about the size 
of an egg; she had also slight physical signs in 
one lung, enlarged cervical and axillary lymph 
glands, but was free from fever or other symp- 
toms suggesting tuberculosis. After the vaccina- 
tion in 1911 the gland slowly decreased in size, 
and on her examination two years later no en- 
largement could be noted. 


In the case of a little boy who was brought to 
the Winyah Sanatorium in March, 1913, for pro- 
phylactic vaccination, his mother being a patient 
in the institution, an eczema was noted affecting 
the hands which had been present for the past 
three years. This had not yielded to treatment 
prescribed by the home physician nor to that pre- 
scribed by specialists in skin diseases in Chicago 
and New Orleans. The skin affection disappeared 
after vaccination and without further treatment, 
and recently—that is over two years after vacci- 
nation—the boy’s mother informed me that the 
skin of his hands is perfectly smooth and the 
family physician declares the skin trouble to be 
cured. 


In the course of the last year a num- 
ber of like clinical experiences were re- 
ported to us by various physicians which 
have, in fact, given the impetus to my 
present communication, and which illus- 
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trate the multifarious forms under which 
tuberculous disease may manifest itself. 


Dr. L. B. Bitz, of Pensacola, Fla., writes that a 
relative of his, about sixty years of age, had a 
constant purulent discharge from the vagina for 
many years. Cancer had been diagnosed. He 
put her on Watery Extract, and twenty-four hours 
after each dose the discharge was invariably in- 
creased, followed by a decrease, until it ceased 
entirely with general improvement. That was 
about four years ago, with no return as far as 
he knows. 

Dr. A. M. Moore, of Brighton, Colo., records the 
case of Mrs. L. G., aged 70 years. Never strong, 
never sick; began going down in March, 1913. 
Weight, 110 pounds. In June, 1913, a Chicago spe- 
cialist diagnosed carcinoma of the stomach; in 
August, 1913, a prominent Denver internist said 
“chronic catarrhal gastritis” and ordered lavage, 
nux vomica, pepsin, H Cl, diet, etc. In Decem- 
ber, 1913, the patient went to Los Angeles, Cal., 
returning to Colorado in March, 1914, and back 
to the Denver physician, who reported the same 
diagnosis, ordering the same treatment. The 
weight was then 69% pounds. Between June 3d 
and 16th Dr. Moore administered three doses of 
vaccine, viz: 0.3 ce.—0.5. cec.—0.7 cc., to the third 
of which she reacted. The weight soon went to 
761% pounds and a general improvement was 
noted. A further gain in weight occurred until 
September, 1914, when the patient again began 
to lose. After receiving three more doses of vac- 
cine, given at slightly longer intervals, her im- 
provement was resumed and at the time of the 
report (November, 1914), the patient was still 
gaining in weight, spirits and strength. Dr; 
Moore says that he has had other similar cases 
in younger patients. 


An interesting case is reported by Dr. Carl 
Muth, of Sheboygan, Wis., concerning Miss M., 
age 24, sales clerk in a department store. Gen- 
eral health, habits, mode of life were good; she 
had been troubled for two years with acne pustu- 
lata. At times a slight improvement was expe: 
rienced for a few weeks, but as soon as treatment 
was discontinued she relapsed. This patient was 
under the doctor’s care when he was first using 
the vaccine and it occurred to him to give her 
some treatments with it. The first dose of 0.4 cc. 
was followed by a slight reaction with tempera- 
ture to 99 2-5 F., some redness and swelling. Five 
days later a second injection of 0.6 cc. caused less 
reaction. The third dose was given five days 
later without giving rise to any reaction at all. 
From the first reaction, an improvement was no- 
ticeable; the pustules becoming smaller and paler, 
and four months later no new eruptions had 
made their appearance. The casual relation of 
infection with tubercle bacilli to some skin le- 
sions which seem to be toxic has been recognized 
for years; the true nature of many of these blem- 
ishes may thus be cleared up. 

Dr. W. H. Coffman, formerly of Richmond, Va., 
writes that of two cases of Bazin’s disease, one 
recovered and the other was greatly benefited 
by treatment with Watery Extract; the latter pa- 
tient refused to submit to any further treatment 
because of pain accompanying the focal reaction, 
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which persisted for from two to four days after 
each injection. 


In many cases the diagnosis of an ob- 
scure clinical condition depends upon what 
happens to enter the physician’s mind as 
possibly standing in relation. If it is kept 
in mind that tuberculous infection is prac- 
tically universal, that the majority of per- 
sons possess a fair resistance which, how- 
ever, may be broken down temporarily or 
permanently by many factors, that tuber- 
culous disease may be latent in the sense 
that it presents no symptoms at all, or that 
the symptoms may be atypical, and that 
the obscure cause of certain clinical mani- 
festations may be a specific toxemia—it 
becomes evident that the idea of such a 
toxemia having a tuberculous origin is not 
far fetched. It-is characteristic of many 
of the conditions noted above and will aid 
in the appreciation of their true nature, 
that they resist the modes of treatment 
which are ordinarily effective, as was 
pointed out in the case of pseudo-chlorosis 
by Trousseau, and as is insisted upon by 
many authors in the case of tuberculous 
rheumatism, in which the salicylates are 
useless. In cases, therefore, in which the 
ordinary indicated remedies remain with- 
out effect, it will be proper to keep the 
possibility of a tuberculosis intoxication in 
mind and at least to make a diagnostic 
tuberculin test which should be subcutane- 
ous, or, still better, made with the vac- 
cine, because this preparation will at the 
same time exert its therapeutic effect. In 
accordance with the old truism, ‘“cura- 
tiones ostendunt naturam morborum” (the 
cures of diseases demonstrate their na- 
ture), it is in this manner that a diagnosis 
of an obscure clinical condition can be es- 
tablished, and that simultaneously a cura- 
tive remedy is introduced which will exert 
its beneficial action in those cases in which 
a tuberculous intoxication or an occult tu- 
berculous process stands in relation to the 
clinical symptoms. 
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On the Early Diagnosis of Gastric Cancer. By 
Julius Friedenwald, Baltimore, Md. Interna- 
tional Clinics, Vol. I, 1916. ~ 
Dr. Friendenwald calls attention to the diffi- 

culties encountered in making an early diagnosis 

of gastric cancer. His observations are based 
upon an analysis of one thousand cases occurring 
in his personal practice. 

The diagnosis of cancer of the stomach is ex- 
ceedingly simple in the advanced cases, but when 
the affection is still in its incipiency there is 
nothing more difficult to determine. The onset 
of this affection is sudden in a large proportion 
of cases, 77% in this series and only 7.3% gave 
direct histories of ulcer, whereas but 23% pre- 
sent histories of previous gastric disturbances. 

In arriving at an early diagnosis the following 
are the most important signs and symptoms to be 
considered: 

1. Loss of Flesh.—Loss of flesh is a sign of 
considerable importance, having occurred in 98.5% 
of these cases. Periods of improvement with 
eain of flesh occur at times in the early periods 
of this disease, and this fact should be kept in 
mind. 

2. Pain—Pain was present as an early sign in 
84% of his cases, but because of its variation as 
to location and extent, its diagnostic value is 
lessened. 

3. Anorexia.—Anorexia is a very prominent 
symptom of gastric cancer, and was observed in 
over 89% of his cases. The aversion for meat, 
which frequently occurs early in the disease, is 
of diagnostic import. 

4. Vomiting.—Vomiting occurred in 89% of the 
cases. While this symptom is frequent, it pre- 
sents such slight relationship to food that it can 
be accorded only minor importance. 

5. Dysphagia.—Dysphagia appeared in 6.9% of 
the cases. It appeared as an early sign in 78%. 
Occurring in patients over forty years of age, it 
is a sign of great significance. 

6. Hematemesis.—Gastric hemorrhage occurred 
in 28.7% of the cases, but in only 21% of these 


did it appear as an early sign. Since hemateme- 
Sis appears only in a small proportion of cases, it 
can not be relied upon, but when it occurs in the 
coffee ground form it presents additional evi- 
dence in the diagnosis. 

7. Melena.—Tar-colored stools appeared in 
18.9% of the cases, but in only a few of these 
did it occur as an early sign. Occult blood is 
found in 92.5% of the cases, and in this analysis 
it was found to be a constant as well as an early 
sign of gastric cancer. 

8. Presence of Palpable Tumor.—A _ palpable 
mass is the most valuable diagnostic sign of a 
gastric cancer, but as it is usually a late mani- 
festation of the disease, it can not be relied on 
as an early sign. 

9. Dilatation of the Stomach.—Dilatation of the 
stomach due to pyloric stenosis occurred in 47% 
of the cases and in 52% of these it appeared early 
in the disease. Partial stenosis, when ulceration 
can be excluded, is of the greatest significance in 
the early diagnosis of cancer. 

10. Ascites and Oedema of the Extremities.— 
Ascites and oedema are late manifestations of 
gastric cancer. 

11. Changes in the Gastric Secretion.—(a) Ab- 
sence of free hydrochloric acid occurred in 98% 
of the cases and in 76% of these it appeared as 
an early sign. Since free hydrochloric acid is 
absent in other conditions besides cancer, much 
of its significance as an early sign is lost. (b) 
The diagnosis of cancer is greatly strengthened 
when, in the absence of free Hel, lactic acid is 
found. (c) The Oppler-Boas bacilli were ob- 
served in 79% of the cases. This finding, when 
accompanied by the presence of lactic acid and 
absence of free HCl, is a sign of marked value. 
(d) The Wolff Junghans test was utilized in 106 
of these cases. This test is an extremely val- 
uable sign when positive, especially when there 
is an absence of free HCl with the presence of 
lactic acid. 

12. Serodiagnosis by Abderhalden’s or Kelling’s 
Methods.—Dr. Charles E. Simon tested both of 
these reactions carefully with a number of the 
cases of this series and found them both to be 
unreliable and non-specific. As yet, no depend- 
ence can be placed in the results obtained by se- 
rum tests. 

13. Certain Roentgenological Findings.—Roent- 
gen-ray examinations have been of great help in 
many instances in the diagnosis of gastric cancer. 
In the early stages of this disease the incom- 
plete obstruction that occurs can only be revealed 
by the X-ray. 

In summarizing Friedenwald emphasizes the 
importance of making a thorough study of each 
case and not to depend on any one particular 
symptom. It is only after a critical review of 
the history, physical examination and study of 
symptoms, including X-ray investigations and ex- 
amination of the gastric contents and stools, that 
one is able,to weigh the chain of evidence accu- 
mulated and reach a decision. Since surgery of- 
fers the only known cure for gastric cancer, ex- 
ploratory laporatomy is urged on all individuals 
over forty years of age having gastric symptoms, 
which are not relieved after a few weeks of med- 
ical treatment. 





(Abstracts continued on page 615) 
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TROPICAL DISEASES AND PUBLIC 
HEALTH 


HEALTH CONSERVATION THROUGHition of iife insurance companies toward 


LIFE INSURANCE COMPANIES.* 


By JoHN L. Davis, M.D. 
Medical Director, Amicable Life Insurance 
Company, 
Waco, Tex. 


The life insurance company is, in a cer- 
tain sense, a quasi-public organization in 
which the commercial features are firmly 
interwoven with the humanitarian. 

The company’s business success depends 
primarily upon the longevity of its policy- 
holders; therefore, the company is vitally 
concerned with everything that promotes 
health and prolongs life in the commun- 
ity —hygiene, sanitation, better homes, 
shorter working hours, improved ma- 
chinery and safety devices, better educa- 
tion and training of men and women; in 
short, everything that tends to the human 
uplift — whether physical, intellectual or 
moral—interests insurance companies. 

Hence it is that these insurance corpora- 
tions are always found in the very fore- 
front of all movements for the welfare of 
humanity. Call their motive selfish if you 
like, but it has been termed, very properly, 
“Enlightened Selfishness.” Quoting from 
an editorial in the “Philadelphia North 
American”: “More people are learning 
every day that it is a good business prop- 
osition to save lives, to save health and 
to save souls—in so far as saving souls 
conduces to the abandonment of evil ways 
that lead to waste and want and the wreck- 
ing of the ability of self-sustenance and 
productive power. The conservation of 
health, the prolongation of life, and 
the spread of knowledge and preventive 
medicine mean bigger dividends. And all 
the brighter men of business are coming 
to know this as they will know a little 
later that morality and money-making 
move hand in hand.” 

That quotation clearly states the posi- 





*Read in Section on Public Health, Southern 
Medical Association, Ninth Annual Meeting, Dal- 
las, Texas, Nov. 8-11, 1915. 


all public health problems. The founda- 
tion of their success pre-supposes that 
their management is ever alert for the 
general welfare; for anything that re- 
duces sickness and the death rate in the 
community benefits clients for insurance. 

Hence from the very start insurance 
companies have taken the lead in matters 
of general sanitation, hygiene and right 
living, utilizing their recognized facilities 
for tabulating reliable data covering dis- 
ease and health conditions. For instance, 
very early it happened that the experience 
of insurance companies proved that their 
mortality was unduly high in certain sec- 
tions of our country; and so attention was 
drawn to unsanitary conditions before the 
community realized their existence; and 
this knowledge, the first step toward im- 
provement, was brought out by the insur- 
ance companies. 

A generation ago, when epidemics of 
smallpox were common, the insurance 
companies were a unit in demanding vacci- 
nation, and their powerful influence per- 
haps more than anything else reconcijed 
many unwilling subjects to inoculation; 
for they felt that it must be an important 
procedure because insisted upon as a busi- 
ness requirement and not simply to satisfy 
the doctor’s whim. More than thirty vears 
ago, in connection with a large insurance 
company, I studied and analyzed their ex- 
perience with consumption, trying to find 
out why this disease seemed to run in 
families—that was before we knew it to 
be infectious. And when its infectious 
character was demonstrated, the masses 
of insurance data showed most impres- 
sively the danger of close association with 
the tuberculous. 

Insurance companies, by their tabulated 
experience, have shown us, as Dr. Fisk 
says, that “the human clock usually breaks 
down instead of running down,” and with 
this knowledge in mind companies now- 
adays are making efforts to conserve 
health and life by instruction and guid- 
ance along the line of safe and sane liv- 
ing. 
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When we remember that there are more 
than 20,000,000 policy-holders in the 
United States it is no wonder insurance 
companies are vitally interested in human 
welfare and for everything that contri- 
butes to health and longevity. The great 
industrial insurance companies, the Metro- 
politan and the Prudential, have taken the 
lead in health conservation because they 
have by all odds the largest number of pcl- 
icy-holders. For years they have been in- 
structing their clients on matters of health 
and proper living—how to avoid disease, 
what to do in emergencies, the value of air 
and sunshine and pure water, and the 
dangers of infection from consumption, 
typhoid, etc. One of these companies is 
organizing the children into bands of 
“Health Guards;” and similar organiza- 
tions are under way to train them along 
right lines of living. These two compa- 
nies, and several others to a less extent, 
including some of the accident insurance 
companies, are constantly distributing 
health literature in vast quantities among 
their clients and thereby not only greatly 
improving their mortality, but educating 
thousands of households in hygiene, sani- 
tation and right living. It seems to me 
that this campaign forms the very founda- 
tion for all our work along public health 
lines and suggests broadly the course for 
our scientific activity. 

When we come to think of it we realize 
how completely organized insurance com- 
panies are for carrying on a health cam- 
paign. 

For fifty or sixty years these companies 
have been extending their work over our 
country. Today we have an army of not 
less than 25,000 active agents in the field 
reaching practically every community of 
our land. These agents are among the 
most intelligent, keenest, most active and 
alert salesmen in the world. Their one 
purpose in life is to find healthy peonle 
for insurance. Naturally they know what 
factors make for health and how much de- 
pends upon environment, occupation, hab- 
its, ete. 

Besides these 25,000 agents there is a 
vast army of medical examiners — prob- 
ably 50,000 of the best physicians in the 
land — earnest, careful, intelligent men 
whose daily duty is to benefit humanity. 

These two great bodies of men consti- 


tute a powerful army ready and eager to 
fight disease and to prevent conditions 
that impair health and shorten life; they 
constitute our army in the field. Their 
munitions of war are supplied by the home 
office of the companies in literature and 
statistics showing how to avoid disease 
and conserve health, based on indisputable 
data covering millions of individuals and 
prepared with most thorough scientific ac- 
curacy. Now this is the peculiarly power- 
ful organization adapted best of all hu- 
man agencies to fight disease and to pro- 
mote health and longevity—the life insur- 
ance army. 

Companies are earnest in their desire to 
co-operate with health officials in their hu- 
manitarian work; both on the broad basis 
of helping mankind and from the more 
personal motive of economic benefit to 
themselves. 

In preventive medicine the purpose of 
your efforts as health officers and ours as 
insurance men is in a general sense to off- 
set and nullify conditions that cause sick- 
ness and death. We all know that many 
diseases are absolutely preventable under 
proper sanitation in its broadest sense, 
and also that many other diseases can be 
modified favorably so as to be less serious 
and less fatal. We know there are many 
conditions of environment, occupation and 
habit which, properly remedied, will 
greatly improve health and conserve life. 

In our warfare for human life conserva- 
tion, the battle line before us presents 
four divisions for our attack: 

1. Diseases to a greater or less extent 
preventable and very disastrous, viz., con- 
sumption, typhoid fever and malaria, and 
to a less degree, hookworm, pellagra, ordi- 
nary diseases of childhood, etc. ; 

2. Alcoholic liquors, which directly or 
indirectly cause a vast amount of sick- 
ness, death and economic loss; 

8. Occupational disease, leading to un- 
necessary sickness and death through va- 
rious features such as atmospheric pres- 
sure, the gases engendered, the metallic 
poisons and dust, the overheated air, ex- 
cessive fatigue, etc.; and 

4. Accidents, due to improper and un- 
protected machinery, tools, unsafe sur- 
roundings, ete. 

Life insurance companies have always 
been keenly alert in counteracting these 
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unfavorable factors which have been so 
potent in causing large death losses. 

1. As to consumption, as soon as the in- 
fectious character of this disease was 
recognized, insurance companies empha- 
sized the danger of infection by embody- 
ing in their medical examination reports 
such a question as “Have you been asso- 
ciated at home or at work with a consump- 
tive?” thus throwing this fact of infection 
in strong light. And at once examiners 
and agents and clients were educated and 
impressed with this dangerous feature of 
this disease. 


As tuberculosis causes the greatest per- 
centage of deaths among insured lives, 
such precaution in our medical selection 
became imperative. Hence, through all 
channels we have for years carried on a 
strenuous compaign with the purpose of 
cutting down the ravages of this particu- 
lar disease. Happily for us, these efforts 
have brought about in the past ten years 
a reduction of 25% in losses from con- 
sumption among insured lives. 


As to malaria, long before the indict- 
ment of the anopheles mosquito insurance 
companies were on their guard against 
the dangers from this disease. Thirty 
years ago it was my duty to investigate 
certain territory along the lower Missis- 
sippi river in Arkansas, Louisiana and 
Mississippi to see whether my company 
could safely enter lowland counties; we 
then had a notion that malaria came prob- 
ably from drinking marshy water, and we 
felt if swamps were drained the danger 
would be over. So the companies were 
strong for proper drinking water and 
drainage, never realizing then that the 
danger lurked in the little mosquito in the 
pools and puddles around the water barrel 
and pump. Nowadays our companies, by 
every possible means, are impressing and 
urging their clients to screen houses and 
use kerosene freely on the puddles. And 
so as science gives us new knowledge, in- 
surance men, alive to their business in- 
terests, keep in the front of the procession 
for human welfare. 

Typhoid fever is a reproach to any com- 
munity. We know its cause and can avoid 
it; we know what bacterin will do to pre- 
vent or modify the virulence of the dis- 
ease. Among insured lives under 30 it 
causes 14% of all deaths. Hence compa- 


nies are naturally making continuous ef- 
forts to impress their constituents, policy- 
holders, agents and examiners with the 
fact that typhoid fever is positively pre- 
ventable by attention to reasonable hy- 
gienic rules. I feel in this connection that 
aside from tuberculosis there is no field 
more promising offered for insurance 
companies to co-operate with health of- 
ficials in stamping out disease. If I may 
make a personal allusion, I will refer to a 
letter on this very subject we sent out July 
lst to the examiners and agents of the 
company with which I am connected, the 
special purpose in view being to. learn 
whether the company might not with ad- 
vantage co-operate with its medical repre- 
sentatives in the matter of inoculating its 
clients against the fever ; the company pos- 
sibly procuring the bacterin for gratui- 
tious distribution. If such a procedure 
is feasible and covers a large part of this 
State, the force of the good example will 
have a most beneficent influence upon the 
communities in stimulating a live interest 
in this inoculation, and we believe in these 
localities typhoid fever will be materially 
reduced. 

2. Alcoholic liquors. On this topic lit- 
tle needs to be said. The European war 
has done at least one good thing in demon- 
strating that alcohol is bad for the human 
economy. War is not altogether bad when 
it drives vodka from Russia; absinthe 
from France; when it compels the beer- 
drinking Kaiser to say that victory will 
come to the nation drinking the least; and 
when Lord Kitchener bids his men fight 
drink as they would fight an enemy. Life 
insurance companies have always known 
that whiskey shortens life. For years and 
years our tabulated experience reiterated 
its disastrous effects. In every case of 
sickness or accident and in every surgical 
operation the element of alcohol adds a 
grave factor to the outcome. The greatest 
temperance sermons are written from the 
dry data of insurance offices, and they al- 
ways show that alcohol is an enemy and 
never a friend to man or beast. Thirty- 
seven of the leading insurance companies 
have lately given the public their combined 
experience, and it shows that there is no 
such thing as safe or moderate drinking. 
With a standard mortality of 100%, mod- 
erate drinkers show a mortality of 118, 
free drinkers 186, reformed drinkers 
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(Keelyites) 132, and occasionally drink- 
ing to excess 139 to 170. 

3 and 4. Occupational diseases can be 
largely prevented. Nowadays, under the 
influence and initiative of life insurance 
men, many large factories and plants have 
established periodical examinations of 
employees in order that disease may be 
discovered in its incipiency and proper 
remedies adopted early. 

Accidents from machinery, etc., were 
formerly unreasonably excessive. Our ac- 
cident insurance companies took the first 
steps toward introducing safety. devices 
and methods. I have reports from three 
of the largest steel companies which in 
1906 introduced safety devices. By such 
devices the, saving of life and limb has 
been reduced between 55 and 70% during 
this time. 

The experience of these insurance com- 
panies has demonstrated that for working 
men, especially those in factories whose 
close and constant application is neces- 
sary, long hours of work are fraught with 
excessive percentage of accidents; that in 
these shops only one-fourth as many acci- 
dents occur in the morning as in the after- 
noon; and that the little rest at noon 
brings marked immunity from accidents 
for the following hour or so. And finally 
that Monday is freest from accidents, and 
that on Saturday the most accidents hap- 
pen, when men are tired out. This knowl- 
edge, abundantly confirmed by experience, 
has led to important legislation governing 
working hours and conditions bringing 
about enormous saving in life and limb. 

In conclusion, you gentlemen will real- 
ize from the foregoing how vitally inter- 
ested insurance companies are in conserv- 
ing health; whatever benefits the commun- 
ity is good for the insurance business 
whether it promotes industry and thrift or 
educates people to better homes and saner 
living, or bears directly on preventing dis- 
ease. In all these departments of human 
welfare insurance companies have always 
taken a conspicuous part. - 

One great channel of co-operation where 
medical men and the companies may be 
of signal service to the public is in the 
work of health officers and sanitary of- 
ficials in spreading the gosnel of health. 

All we want to know is the best method 
of procedure most effectively to serve our 
common purpose. 





We are all proud of the vast material 
wealth of this magnificent empire of the 
South. Why should not we medical men 
and insurance men work together to make 
the South famous for health; for freedom 
from preventable disease; an empire 
where an equable climate, perennial .sun- 
shine and pure, wholesome food combine 
for human welfare? Let us unite to make 
this part of the world far-famed for the 
health, happiness and longevity of its peo- 


ple. 


Discussion of this paper will be found following 
paper of Dr. W. O. Pauli. 





WHAT LIFE INSURANCE COMPA- 
NIES CAN DO FOR BETTERMENT 
OF THE PUBLIC HEALTH.* 


By M. M. SmitH, M.D. 
Dallas, Tex. 


Henry Abels, president of the Ameri- 
can Life Convention. in 1913, writing 
upon the subject of “The Ever-Increasing 
Interdependence Between Life Insurance 
Companies,” said: 


“Human life—the most vital asset of the nation 
—is the essential element of the institution of life 
insurance. Interdependently must the companies, 
as benefactors of mankind, seek to educate the 
masses with regard to prevention of disease and 
conservation of health—thus lessening sickness, 
suffering and sorrow and promoting the happiness 
of the race. Conservation has become the key- 
note in the economic and industrial world today. 
Life insurance—than which there is no greater in- 
fluence for economic and social advancement— 
has embodied in its very existence the supreme 
idea of conservation. The life companies, respond- 
ing to present-day needs, are directing their forces 
toward increased action in placing the institution 
of life insurance as a foremost factor in the gen- 
eral conservation movement. Again is seen the 
interdependence of the companies. Through the 
combined efforts of many of the companies, re- 
sults have been produced in conserving the inter- 
ests of humanity through life insurance.” 


The above quotation certainly empha- 
sizes what great assistance life insurance 
companies can lend toward betterment of 
the public health. 

Dr. Eugene L. Fisk, Medical Director 
cf the Postal Life Insurance Company of 


*Read in Section on Public Health, Southern 
Medical Association, Ninth Annual Meeting, Dal- 
las, Texas, Nov. 8-11, 1915. 
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New York, says that “A perfect adjust- 
ment of the race to environment has not 
been reached, but that our civilization has 
developed powerful resources for the up- 
building of resistance to disease and for 
the prolongation of human life, which 
have been used for systematic and inten- 
sive work among policy-holders in a num- 
ber of important companies. Life saving 
has actually become a function of life in- 
surance.” He cites a striking instance of 
smashing the death rate by adjustment of 
the environment to the individual in the 
work of Dr. Gorgas in the Canal Zone, 
where within the short period of five years 
the annual death.rate was reduced from 
48,000 to only 21,000— showing conclu- 
sively that public health is a purchasable 
commodity. 

The value of reliable statistical data, as 
furnished by life insurance companies in 
their utilization for purposes tending to 
betterment of the public health, can not 
be fully estimated. 

In 1909, forty-three life insurance com- 
panies in the United States and Canada 
agreed to pool the results of their collec- 
tive experience on many different classes 
of the insured, which investigations were 
later put into the hands of the Actuarial 
Society of America and the Association 
of Life Insurance Medical Directors, be- 
ing records that represented more than 
2,000,000 lives, covering a period of 25 
years. This Herculean task took the Cen- 
tral Bureau of the Medico-Actuarial Mor- 
tality Investigators three and a half years 
of continuous labor to complete. 

Public hygiene is built upon, and to a 
very large extent controlled and directed 
by, vital statistics; and insurance compa- 
nies furnish some of the most accurate 
vital statistics ever compiled. On ac- 
count of the mutual dependence the dif- 
ferent insurance companies, through their 
agency forces, especially with their corps 
of medical examiners (and in the frater- 
nal system, through their regular lodge 
meetings), are in ja better position, 
through the direct influence they can bring 
to bear, than are any other organizations 
to assist in increasing longevity, through 
the medium of their policy-holders. The 
medico-actuarial reports referred to fur- 
nish us with volumes of statistics; or in 
other words they open un their experi- 
ence for the past 25 years for the general 


benefit of mankind; and this information} 
if properly used, possesses an untold 
wealth of knowledge which can be utilized 
to the end of life extension. 

Vital statistics furnish information 
concerning living, habits, occupation, 
physique, family history and other most 
important factors which directly affect 
longevity. Life insurance companies offer 
splendid facilities for the dissemination 
of this knowledge among the people. 
Nearly all companies have official publica- 
tions and are able, by means of them, to 
give publication periodically upon all of 
the subjects deemed advisable for the edu- 
cation of the policy-holders; and through 
them they are enabled to reach almost the 
entire public at large. In this way the 
prevention of disease may be made known 
and right living be emphasized in its im- 
portance; for the laity will pay much more 
attention to information imparted to them 
when they feel that business motives 
prompt their education than were this 
same information furnished them by ever 
so enthusiastic reformers. 

Insurance companies, through their 
powerful influence, are in a position to 
help mould public opinion and to impress 
the lawmakers with the necessity for pub- 
lic health legislation; and they can assist 
very materially in the enforcement of 
public health laws when enacted. 

Many of the largest insurance compa- 
nies are doing extensive work along pre- 
ventive lines and they feel that while they 
are accomplishing a great humanitarian 
and philanthropic task, yet at the same 
time they justify the outlay of money to 
their stockholders in this health campaign 
by showing a very marked reduction in 
their mortality tables with an increased 
longevity. 

To show what a momentous task is 
theirs, for illustration, I will state that 
the Metropolitan Life Insurance Company 
for the year ending November 20, 1914, 
installed nursing service in 1,652 cities. 
The number of patients under care of 
these nurses was 175,757; while during 
that year these nurses had made 1,127,022 
professional visits at a total cost of 
$525,448.71. This, in addition to the edu- 
cational training given sick policy-holders 
by visiting nurses; for by this means the 
company sought to educate in health mat- 
ters, as well as through the distribution 
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of leaflets and pamphlets, which were 
written in very simple language and pub- 
lished in various foreign tongues, some of 
the leaflets being profusely illustrated in 
order to make them the more intelligible. 

Much work of a similar character has 
been accomplished by the Prudential Life 
Insurance Company. This company has 
gathered together and tabulated some 
most valuable statistics bearing upon the 
causes and origin of disease, mortality 
rates, etc. And one feature of special im- 
portance with them is their public exhib- 
its, which have been arranged with ex- 
ceedingly great care and at great expense, 
so that he who runs may read. Their ex- 
hibit at the Panama-Pacific Exposition in 
San Francisco during the entire time of 
the fair has no doubt been an excellent 
factor in the education of the public look- 
ing to health betterment, and thousands 
of visitors there will no doubt profit by it. 

The Health Bureau operated by the 
Postal Life Insurance Company has car- 
ried health conservation to the consistent 
limit of its facilities. This company fur- 
nishes periodic examinations to its policy- 
holders, free of charge, and policy-holders 
are privileged to correspond with the 
Health Bureau relative to any question 
with reference to the condition of their 
health or bearing upon personal hygiene. 
The Postal likewise issues health bulle- 
tins several times during the course of a 
year. 

I have mentioned these three companies 
in particular because they have largely 
been pioneers in this public health cam- 
paign. And I feel that the time is not 
far distant when the true value of their 
efforts will be appreciated to the extent 
that all insurance companies, both frater- 
nal and old line, will contribute their share 
toward the maintenance of this philan- 
thropie work. 

The Life Extension Institute of New 
York City has planned to provide peri- 
odie physical examinations and laboratory 
tests for the policy-holders of life insur- 
ance companies, employees of corporations 
and others. . 

Such examinations show whether or not 
the individual is in need of medical treat- 
ment for any abnormal condition. And 
if so he is notified and is at libertv to em- 
ploy whatever physician he may elect. 
Already many of the larger insurance 


companies have taken advantage of the 
facilities thus offered by the Life Exten- 
sion Institute. In this way a great step 
forward has been taken toward better- 
ment of the public health. 

I shall not say more at this time upon 
this all-important subject, but will close 
by quoting from a paper by Dr. W. F. 
Blackford, Medical Director of the Com- 
monwealth Life Insurance Company, of 
Louisville, Ky. In this article, entitled 
“‘Policy-holders as a Medium for Increas- 
ing Longevity,” Dr. Blackford says: 


“In the consideration of conservation of the na- 
tion’s available resources, the most important is 
to be found in the life and good health of its indi- 
vidual members; and the loss of human energy, 
through mortality by preventable diseases, consti- 
tutes the greatest waste of our resources, today. 
It is also true that this waste of human energy, 
through excessive mortality, is the result of ignor- 
ance or neglect of prophylactic or curative meas- 
ures, well known to science. With the health of 
the nation as its greatest asset, and second only 
to the nation itself, our insurance companies have 
an interest in the good health and favorable mor- 
tality of the people. And may we not hope to see 
a co-operative movement of these organizations 
that will be for the betterment of our nation?” 





Discussion of this paper will be found following 
next paper. 





THE RELATION OF INSURANCE 
MEDICINE AND PERIODICAL 
HEALTH TESTS TO GEN- 
ERAL PRACTICE.* 


By W. O. PAULI, M.D. 
Second Assistant Medical Director, Union 
Central Life Insurance Company, 
Cincinati, Ohio. 


In discussing the more recent phases 
of life insurance medicine in its relation 
to general practice, I desire to present a 
few facts from the viewpoint of the 
medical department which may be of in- 
terest to physicians in general practice 
as well as to the regular appointed ex- 
aminers. The foundation upon which 
medical selection is based is the work of 
the medical examiner. The quality and 
accuracy of their reports determine in a 





*Read in Section on Public Health, Southern 
Medical Association, Ninth Annual Meeting, Dal- 
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large measure the number of early claims 
and also greatly influence the medical di- 
rector in approval or rejection of risks 
with suspicious histories of some recent 
illness. A medical director must have 
faith in his medical examiners in order 
to express an unbiased opinion. 


MEDICAL SELECTION. 


There has been a decided change in the 
method of selection of risks within the 
past ten years. Formerly medical selec- 
tion was based chiefly upon tie medical 
director’s opinion of the personal and 
family history. The tendency at the pres- 
ent time is to depend more upon the physi- 
cal examination and any recent illness 
during the past five years and to disre- 
gard family history. The explanation of 
this tendency is due to the fact that for- 
merly the examination consisted of little 
more than an inspection and counting of 
the pulse rate. The applicant was not re- 
quired to remove his coat. The result 
was that the medical director had to rely 
upon statements made by the applicant 
to questions relating to family history and 
personal history so as to determine the 
probability of any physical impairment 
existing. If several members of the fam- 
ily died of Bright’s disease, heart disease, 
apoplexy or tuberculosis, this was consid- 
ered sufficient evidence to decline the 
risk, owing to a predisposition or inher- 
ited tendency and constitution; whereas, 
at the present time, the medical director 
requires a thorough physical examination 
to determine the exact physical condition 
of the applicant and discounts the family 
history. The time, I believe, is not far 
off when the family history will be omitted 
entirely from the examination blank and 
only the personal history and physical ex- 
amination required. The answers relat- 
ing to family history are so inaccurate as 
to be misleading and no information re- 
garding family history is far better than 
an opinion based upon incorrect data. 


THE MEDICAL EXAMINATION. 


With the advancement in the medical 
training of students in medical colleges 
and the post-graduate courses given in 
hospitals, there has been a decided change 
for the better in the work of the medical 
examiner. Physicians are well trained to 
make a thorough physical examination 
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from head to foot and realize the neces- 
sity of requiring every applicant to strip 
to the waist in order to safeguard their 
statement that heart and lungs are nor- 
mal. The public, too, is becoming edu- 
cated to the fact that a competent physi- 
cian will only express an opinion after he 
has made a thorough examination, and 
it is beginning to realize the importance 
of it. It appreciates the fact that you 
know your business and is more satisfied 
if you find heart and lungs normal when 
properly examined. It inspires greater 
confidence in your ability. 

There is another point which has im- 
proved the work of the medical examiner 
to a certain extent, and that is his labora- 
tory training in examination of urine. It 
is not so very long ago when urinalysis 
was not required, but the personal history 
and family history used to anticipate kid- 
ney lesions. Now no physician would rec- 
ommend a risk for insurance without test- 
ing the urine. The average physician can 
eliminate the severe cases of albuminuria, 
but milder cases are not usually detected 
by the examiner. This statement is based 
upon the fact that the home office labora- 
tory frequently reports albumin and casts 
or sugar present when the examiner who 
examined part of the same sample states 
albumin and sugar are absent. Then, 
too, it is the experience of the Union Cen- 
tral that losses occur within two years 
from kidney diseases and diabetes when 
the examiner reported the urine normal, 
but we have experienced no losses within 
the two-year period from diabetes or 
Bright’s disease when samples were sent 
to the home office since 1907, when our 
laboratory was started. 

The advancement in other laboratory 
methods has enabled the medical director 
to act more intelligently upon certain im- 
pairments given in the personal history 
of applicants or to clear up the suspicion 
of such impairments as syphilis. 


EARLY CLAIMS. 


.A careful examination should eliminate 
early losses from chronic diseases, as or- 
ganic heart disease, chronic Bright’s dis- 
ease, tuberculosis and locomotor ataxia, 
for a period of at least two years. Losses 
from such diseases as typhoid fever, 
pneumonia and acute appendicitis within 
two years from the date of the examina- 
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tion can not be anticipated by the exam- 
iner or the medical director, and such 
losses do not affect the standing of the 
examiner. The medical director, how- 
ever, always desires an explanation from 
the examining physician when a loss oc- 
curs within two years from a chronic dis- 
ease. No physician can afford to accept 
the position of examiner of a life insur- 
ance company without examining every 
applicant under conditions favorable for 
careful and thorough examination, with 
the applicant stripped to the waist. <A 
medical director will uphold the exam- 
iner who refuses to examine a risk in the 
corn field or at a noisy factory where he 
is unable to do competent work. A care- 
less examiner can expect to receive a re- 
quest from the home office sooner or later 
to explain an early claim from tubercu- 
losis or organic heart disease within two 
years from the date of the examination, 
and the confidence of the medical direc- 
tor in the examiner is materially shaken 
by such reports. The usual response we 
receive from the careless examiner is as 
follows: ‘The fact that Mr. John Smith 
should die from heart disease was as much 
a surprise to me as to you. I always con- 
sidered him one of the best men physically 
I ever knew, and after examining him for 
life insurance found no reason to change 
this opinion.” We are reasonably con- 
vinced that such an examiner never re- 
moved the applicant’s shirt, because he 
knew he was all right. 


DECLINED RISKS. 


Life insurance companies are regarded 
as beneficent institutions. Besides this 
one great feature in the economic prob- 
lem of the day, life insurance companies 
also perform another important service to 
the community from a medical standpoint 
for which the medical examiner deserves 
the credit. A life insurance examination 
is often the first intimation that some- 
thing is wrong with the applicant’s ma- 
chinery. The discovery of such impair- 
ments in the early stages makes it possi- 
ble for the applicant to seek medical ad- 
vice before any serious damage has oc- 
curred and in many cases enables the per- 
son to get entirely over it or to prevent 
further complications. 

The company with which I am connected 
has for the past year notified such appli- 
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cants when an impairment is found of 
sufficient importance to be corrected and 
advises him by personal letter to seek the 
advice of his physician. These sugges- 
tions are frequently carried out and ap- 
preciated by the intelligent person, as is 
evidenced by the number of grateful let- 
ters we have received. It is true that 
some individuals resent the idea that they 
are not in perfect health when they are 
able to attend to their daily duties and 
suffer no pain or other symptoms. But 
you, as physicians, are aware of the fact 
that frequently albumin and sugar are 
found in the urine of otherwise healthy 
individuals and that heart murmurs with 
slight hypertrophy occur without other 
symptoms. 

It is this relation of life insurance to 
general practice which I wish to call to 
your attention. If the life insurance 
company can secure the co-operation of 
the practicing phvsician, it will bring 
about the desired result. The success de- 
pends entirely upon the thoroughness with 
which these cases are treated by the phy- 
sician. 

CARDIO-RENAL DISEASE. 


The increase in death rate from the so- 
called degenerative diseases, as cardio- 
renal disease, requires particular atten- 
tion. A large number of individuals after 
the age of forty, when in the prime of life 
and most valuable citizens of the com- 
munity and of great importance. to the 
family, die each year of cardio-renal dis- 
ease. The kidneys are more frequently 
first affected and upon careful examina- 
tion of the urine hyaline casts are found 
present. By careful examination I do not 
mean dipping a glass tube into a bottle of 
urine and examining the sediment under 
a microscope. Such an examination will 
detect casts only when the damage to the 
kidneys is too far advanced to respond to 
treatment. In order that the examina- 
tion be of any value to detect changes in 
early stages when it would be possible to 
correct the cause, it is necessary to cen- 
trifuge the urine for five minutes and ex- 


amine the entire sediment on a slide for. 


hyaline casts by one well trained in labo- 
ratory methods. 

Physicians are inclined to believe that 
hvaline casts are of no significance. If 
they occur in the urine of a patient who 
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is past forty years of age, they are con- 
sidered as a natural sequence which ac- 
companies advanced age and occur in a 
majority of cases past middle life. We 
have records of 24,500 careful microscop- 
ical examinations made by experts at the 
home office from risks of all ages from 
fifteen to sixty-five years, and have been 
firmly convinced that a normal person at 
the age of sixty will not have casts in his 
urine. It is impossible to differentiate 
urine voided by an applicant over sixty 
from one between the ages of fifteen and 
twenty. By casts in urine we mean a well 
defined cylindrical tubule of equal diame- 
ter at both ends. If one end tapers to a 
point like a tail, it is a eylindroid and not 
a cast. Now, why is it not possible to 
treat these early cases before a definite 


case of Bright’s disease is established? A, 


large percentage require merely a correc- 
tion of their habits or diet, the elimina- 
tion of alcoholic stimulants, the reduction 
of the amount of meat to a minimum and 
permitted only two or three times a week. 
Others we have found due to a recent at- 
tack of tonsillitis; and when the tonsils 
were removed the casts disappeared from 
the urine. No doubt other sources of infec- 
tion are also responsible for irritation of 
the kidneys. We realize that after the 
glomeruli are obliterated by fibrous tis- 
sue and the tubules compressed and de- 
generated, it is impossible to restore their 
vitality and function. But the only way 
we can prevent this increasing death rate 
from Bright’s disease is to detect the 
cases in their early stages and cure the 
cause of the irritation to the kidneys. 


DIABETES. 


Diabetes mellitus is another constitu- 
tional disease which should be corrected 
in the early stages. Medical science has 
made great strides in the effect of various 
internal secretions upon the mobilization 
of glycogen and liberation of sugar in the 
blood, but the exact cause of glycosuria 
and of diabetes mellitus has not been es- 
tablished. The result of our examination 
of urine from all over the United States 
shows that the percentage of samples in 
which sugar is found is steadily increas- 
ing. I do not mean that diabetes is more 
common, for they do not give other symp- 
toms, but that glycosuria is more frequent. 
And what percentage of these cases will 
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become definite diabetics unless this 
condition is corrected, I am not prepared 
to state. Nevertheless, Dr. Clark W. Da- 
vis is firmly of the opinion that if these 
applicants are notified of their condition 
and advised to seek treatment of their 
physician in order to have their urine ex- 
amined at least once a month, a great 
number would become cured and never 
develop true biabetes; and those who have 
true diabetes can be placed upon proper 
diet after determining their tolerance for 
carbo-hydrates and prevent the danger of 

abetic coma or other complications aris- 
ing from the neglect of proper treatment. 
In this way a great many diabetics would 
live out their expectancy. Here again the 
burden falls upon the general practitioner 
to impress upon his patient the necessity 
of reporting regularly for examination, 
and the fact that unless the exact treat- 
ment is carried out dangers of complica- 
tions will arise. 


When organic heart disease is discov- 
ered in an examination for life insurance, 
the applicant should be advised to consult 
his physician in order that he may be 
placed under his observation for periodi- 
cal examination and cautioned regarding 
the danger of over-straining the heart 
muscle. This condition can not be cured, 
but his mode of life can be so adjusted to 
the impaired heart as to avoid any imme- 
diate danger. Considering the service 
rendered to an applicant by the exam- 
iner, the Union Central tries to insist that 
every examination of a prospect or an ap- 
plicant made by an examiner of the com- 
pany must be reported to the home office 
by the examiner so that he can be paid for 
his services. No agent is permitted to 
suppress any examinations. This action 
is taken in order to protect the exam- 
iner. One examiner may find an impair- 
ment, such as heart lesion, present, and 
unless he notifies the home office, giving 
the result of his examination, nothing will 
prevent the agent from taking such im- 
paired risks to another examiner whom 
he considers easy to pass and secure a 
policy. Therefore, informal examinations 
of prospects for an agent should not ‘be 
performed without the consent or sanc- 
tion of the medical director. Medical ex- 
aminers are the representatives of the 
medical department and are under no ob- 
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ligation to the agents to suppress any in- 
formation or informal examination. 


PROPHYLAXIS. 


Preventive medicine has made great ad- 
vances in recent years, especially in dis- 
eases where the etiological factor is known, 
such as malarial fever, typhoid fever, tu- 
berculosis and syphilis. By eradicating 
the breeding places of the anopheles mos- 
quito, malaria has progressively dimin- 
ished in extent in the Southern states. 
Screening the malarial patient protects 
the other members of the family by pre- 
venting the mosquito from becoming in- 
fected with the plasmodia. The improve- 
ment and filtration of water supply in 
large cities of the United States has re- 
duced the mortality of typhoid fever to a 
considerable extent. And lately the use 
of vaccines in the country districts has 
brought good results. The effect of sani- 
tation and teaching of hygiene and sani- 
tarium treatment of cases of tuberculosis 
has reduced the mortality from this dis- 
ease during the past decade. The diag- 
nosis and control of syphilis by the Was- 
sermann reaction has prevented the 
spread of this dreadful scourge. The 
army statistics show that one out of every 
five young men is syphilitic, and even 
among the college students it is found that 
5% of them are infected with syphilis. 
Since syphilitic infection is so common 
and is productive of so much disability 
and insanity, it has been stated that 
“Syphilis is a greater menace to public 
health than any other single infectious 
disease, not even excepting tuberculosis.” 


On the other hand, there has been a ma- 
terial increase in the mortality rate from 
degenerative diseases, chiefly cardio-rena]l 
disease. The insurance statistics corrob- 
orate the reports from the Bureau of Vi- 
tal Statistics on this point and this fact 
has interested some life insuranec com- 
panies to offer their policy-holders a pe- 
riodical health test once a year. It is not 
the intention of life insurance companies 
to encroach upon the duties of the family 
physician, but on the contrary to solicit 
his co-operation. The unselfish devotion 


of physicians to preventive medicine since 
the time of Pasteur has not been miti- 
gated but greatly enhanced. 
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THE ADVANTAGE OF PERIODICAL HEALTH 
TESTS. 


The inspection: of school children has 
corrected pathological conditions early in 
life which, if permitted to go untreated, 
would have caused permanent injury and 
produced dull, stupid and mentally de- 
ficient children who are a handicap to 
other pupils. In the city of Cincinnati 
during the year 1914 comprehensive ex- 
aminations of 60,000 school children were 
conducted to determine and correct such 
defects as interfere with a child’s ef- 
ficiency in school life. The number of 
children needing treatment was 16,581, 
of which number 1,799 children had more 
than one defect. 

So the life insurance companies which 
are interested in the health of their policy- 
holders are soliciting each and every one 
to submit to a health examination free of 
cost, and after such report is received, 
which is strictly confidential between the 
company and the policy-holder, he is ad- 
vised to have any impairment corrected 
by consulting his physician. It is not the 
desire nor the function of the life insur- 
ance companies to treat their policy-hold- 
ers, but it is only their intention to detect 
any early evidence of organic lesions in 
order that such defects can be promptly 
cured before any serious illness occurs. 

The Union Central has made five thou- 
sand health tests since December, 1914, 
and found that in 11% of them the urine 
was unfavorable by microscopic or chem- ~ 
ical examination and found to contain al- 
bumin or sugar, casts, red blood cells or 
pus. The form of health tests consists 
chiefly of a careful urinalysis, microscopic 
and chemical; also answers to certain 
questions pertaining to present history of 
any recent illness; height, weight, and 
whether any suspicion of tuberculosis ex- 
ists. If there is any reason to believe 
from the history that there is any sus- 
picion of tuberculosis, appendicitis, gall 
stones, renal colic, gastric ulcer, organic 
heart disease or syphilis, the policy-holder 
is urged to consult his physician; or if he 
states that he is using some patent medi- 
cine for treatment, he is cautioned of the 
dangers of self-medication and requested 
to see his doctor so that he may make a 
thorough examination in order to ascer- 
tain the cause of the symptoms. 
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Likewise, if the urine is found to con- 
tain albumin and casts, sugar, or pus and 
red blood cells, the policy-holder is given 
a report of our findings so that he can 
refer it to his family physician in order 
to give his doctor a clue to the situation. 
This is where we find our greatest diffi- 
culty, when the policy-holder replies that 
his doctor has examined several samples 
and he tells him that the urine is all right. 
This company will be very much pleased to 
have the physician submit a sample of 
urine to the home office with a preservative 
(preferably two grains of boric acid to the 
ounce of urine) if he is unable to corrob- 
orate our findings. We will then report 
back to the physician the analvsis as made 
at the home office. The reason for this is 
that when we request the policy-holder to 
submit another sample to the home office 
laboratory, we find it still contains albu- 
min or casts or sugar, etc., we assume 
that the physician believes, because the 
applicant has no subjective symptoms of 
a serious nature, that he tells his patient 
not to bother about it or else the doctor 
is unable to make a careful urinalysis. 
We are very anxious to secure the co-op- 
eration of the physicians. We believe it 
is necessary to correct these conditions in 
their early stages to prevent definite 
Bright’s disease or diabetes or a chronic 
cystitis or pyelitis. Our policy-holders 
state if there is anything wrong they want 
to have it corrected. And if the doctor is 
unable to detect it, then it will be neces- 
sary to refer them to some physician who 
has had the proper training to be able to 
detect it and correct the condition. The 
public is gradually becoming educated to 
the advisability of an annual physical ex- 
amination. Such medical examinations 
appeal to almost every one as the sensible 
and sane method of protecting the human 
machine. 

Of the five thousand health tests made 
by this company, 49% of the examina- 
tions were favorable in every way. Of 
the remaining 51% the urine was found 
unsatisfactory in 11%, showing evidence 
of albuminuria, glycosuria, casts, pus or 
red blood cells; 15% gave a history of 
impaired health, other than kidney dis- 
ease, which required treatment by their 
family physician; 7% were overweight, 
the weight exceeding more than 25% 
of the standard; 4% were’ under- 
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weight, the weight being more than 20% 
below the standard; and the balance — 
14%—had minor impairments. 

We had one case in March whose urine 
showed signs of Bright’s disease and he 
suffered recently from headache. He 
thanked the medical director for his letter 
and stated that he lived in the country 
and away from any available physician. 
We advised him to enter a hospital at 
Memphis, Tenn., and consult a physician 
in whom we had every confidence. This 
he did, and in three weeks was cured of 
an attack of acute Bright’s disease. <A 
subsequent health test in October, 1915, 
was entirely normal. 

We have received claims from five pol- 
icy-holders after reporting the result of 
our health tests. Two of these were noti- 
fied that there were signs of Bright’s dis- 
ease and advised to undergo treatment, 
but apparently the condition was recog- 
nized too late, for the death certificate 
gave as a cause of death chronic Bright’s 
disease, although they were unaware of 
their condition when the health test was 
made. 

In the third case, the urine was found 
entirely normal, but he gave a history of 
shooting pains occurring periodically in 
the left shoulder. He was advised to con- 
sult his physician, explaining that these 
attacks of pain are often due to the con- 
dition of the heart. In a very short time 
we received the death certificate, stating 
that he died suddenly from an attack of 
angina pectoris. 

The fourth case gave a history of “op- 
tic neuritis” with failing vision. The 
urine in July, 1915, contained an abun- 
dance of albumin. The policy-holder was 
advised of the danger if he neglected to 
have it promptlv treated by his physi- 
cian, and he died suddenly from apoplexy 
on September 1, 1915. 

The fifth case, a salesman, gave a his- 
tory of pluerisy, loss of weight, spitting 
of blood and chronic cough. The urine 
contained sugar. He was advised to dis- 
continue all work in order to take proper 
rest and treatment by his physician, but 
the tuberculous condition was too far ad- 
vanced, for he died of nulmonary tubercu- 
losis on October 2, 1915. 

It will be interesting to follow the sub- 
sequent history of those cases in which 
impairments are found when further 
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health tests are made from year to year. 
During the first year of the work little 
benefit can be expected from the more ad- 
vanced cases of cardio-renal disease and 
tuberculosis. 

The company realizes certain disadvan- 
tages of the free health test for the reason 
that it offers great opportunity to the pol- 
icy-holder for self-selection against the 
company. If a policy-holder receives a 
letter advising him that he has a serious 
impairment of which he was not cogni- 
zant, he will continue his policy in force in 
spite of any adversity which would cause 
him to lapse his policy if he didn’t know 
that such impairments existed. But this 
disadvantage is counterbalanced by the in- 
terest taken in the health of the policy- 
holder by prolonging the lives of those 
whose health is impaired, and secondly by 
the fact that it frequently inspires the pol- 
icy-holder to apply for additional insur- 
ance when he receives a congratulatory 
letter stating that the health test has been 
entirely satisfactory in every particular. 
It would seem, therefore, owing to the mu- 
tual advantage of free health tests to the 
policy-holder and the company that the 
conservation of health will become a per- 
manent and legitimate branch of life in- 
surance. 

In conclusion, I wish to emphasize: 

1. The importance of the co-operation of 
the general practitioner with the life in- 
surance company in the conservation of 
health by giving these cases his careful 
study and attention. 

2. That an examiner should always con- 
sider that he is the representative of the 
medical department of the home office and 
not suppress any examinations. 

3. That particular attention should be 
given to careful examination of the heart 
and kidneys, especially in applicants aged 
forty or over, as the death rate from cardio- 
renal disease is rapidly increasing. 

4. That no competent examiner can af- 
ford to send a report to the home office 
without a careful examination of the ap- 
plicant stripped to the waist. 

5. That life insurance examinations are 
the means of restoring your patients to 
normal health by discovering impairments 
which would otherwise not be detected be- 
fore serious symptoms and complications 
arise. 
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DISCUSSION 


Symposium on Life Insurance. Papers of Drs. 
Davis, Smith and Pauli. 


Dr. J. H. Florence, Houston, Texas.—I am only 
sorry that a greater number of our members are 
not here to hear these splendid papers. Dr. 
Pauli’s paper was certainly very timely and of 
great interest to the physicians and of vital inter- 
est to the insurance officials and all concerned. 
He made a few remarks in his paper about the 
carelessness of physicians. Carelessness has caus- 
ed the life insurance companies more loss perhaps 
than has crookedness. It is rare that one finds a 
crooked doctor. The carelessness of the medical 
examiner will have to cease. The life insurance 
company is the loser if it has a doctor in the ser- 
vice who is careless. The life insurance company 
is insuring people for what there is in it, and you 
will not find a life insurance company in business 
for the purpose of giving medical advice to people 
who might need the services of a physician. They 
require that every dollar put out brings in as 
much as possible. They are in a business that in- 
sures lives on the basis of what the doctor reports 
on the risk involved. I wish every medical ex- 
aminer in the country could have heard Dr. Pauli’s 
paper, and I hope to see it among the others pub- 
lished in the papers. 

Dr. J. L. Davis’ paper is also replete with vital 
points and I cannot add anything materially to it 
but can only emphasize here and there. 

While life insurance companies are in a way 
philanthropic, money must be made for the stock- 
holders as well as to enable the company to pay 
death claims. As a matter of safety to both stock- 
holders and policyholders, life insurance com- 
panies have no politics, no religion, and no soul, 
except the soul of honesty and square dealing. 

Enlightened selfishness by corporations means, 
in plain terms, a betterment of health and general 
conditions, which results in more money for them. 
Hence be it to their credit. 

Our vital statistics must be perfected in each 
state, county, city and village before we can at- 
tain a perfect system for locating high mortality 
in certain sections. Life insurance companies ob- 
tain data only when they have deaths among 
policyholders, and then it is too late. The 
opportunities for life companies along health 
lines are many and varied and a world of good can 
be, and is being, accomplished by many of them, 
but all life insurance companies should be induced 
to put on these health campaigns. 

In earlier days insurance companies simply said: 
We will not take applicants living in certain dis- 
tricts, in certain surroundings, and having certain 
unhealthful or hazardous occupations. Now a few 
are inclined to say: Let us help to eliminate or 
improve unhealthful conditions and place safe- 
guards around dangerous and hazardous occupa- 
tions. 

The one question alone in the insurance exam- 
ination blank relative to the applicant’s having lived 
or worked with a tuberculous subject, has done 
more to educate the masses than papers or litera- 
ture or an army of health lectures which deal in 
beautiful, glittering generalities. 

As a sequence to the investigation made of the 
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lower Mississippi country, I made a trip in 1914 
for the same purpose. I found tenant houses 
screened, marshy places drained and oiled; and 
instead of surface wells and pools for drinking 
water, deep wells had been bored. The United 
States Government was also draining, filling in 
and reclaiming hundreds of acres for cultivation. 
The death rate now compares favorably with the 
higher districts. One authority states that in a 
few years typhoid will be considered a disgrace in 
the family. It will be deemed about the same as 
the head louse of years ago. 

The diseases that cannot be prevented are cost- 
ly, but the ones that can be and little or no effort 
is made to accomplish this purpose, are doubly 
unfortunate and beyond condoning. 

Dr. Davis makes reference to the war. Our 
street corners and curbstones are crowded with 
people deploring the deaths from the European war 
now in progress. They seem dumb to the cry of 
mothers of dying babies from impure milk and 
unsanitary surroundings here in our land. Like- 
wise they are indifferent to the thousands who die 
from tuberculosis, malaria, typhoid fever and 
other preventable diseases; and, seemingly, are 
not impressed about conditions around their own 
doors. 

As to the recent mortuary statistics on drinkers 
referred to, the cold figures need no comment or 
stress from me. 

We are glad to note that corporations are more 
alert to latest devices for prevention of accidents 
and we look forward to further safeguards. 

Now, to the financial side. Laying sentiment 
aside for a moment, life insurance premiums are 
loaded for disease, accidents, ignorance and in- 
difference of the people. From a financial point, 
companies play “safety first.” When a _ policy- 
holder pays his annual premium he pays in excess 
of actual expected mortality, because, perchance, 
he lives in an unsanitary manner, disobeys all 
health laws, and is often underfed and over- 
worked. 

These doctors’ papers should be published in 
the lay as well as the medical press, as they con- 
tain matters of most vital importance to the laity. 
It goes without saying that they are most excel- 
lent papers and we owe them our thanks for their 
preparation and presentation to this body. 


Dr. J. D. Sanders, Fort Worth, Texas.—I did not 
wish to comment upon the papers very much. I 
think they are great papers, able papers; there is 
something of vital interest to every physician in 
all of them, and they should be read by every phy- 
sician. I am interested in all of them. I have 
been an examiner for some of the largest insur- 
ance companies in Texas, and I merely wish to 
give you a little experience. I want to say that I 
do not see why there are so many cases turned 
down by the home office, if they will require the 
medical examiner to state every time what the 
trouble is. Of all the applicants that I have exam- 
ined, it is a rare thing that I have been questioned 
on the examiner’s report. I have examined a num- 
ber of applicants who had lapsed their policies, 
and in event the report was adverse they would 
say, “Doctor so-and-so examined me before and he 
never did anything like that before.” I look.at it 
this way. That company pays me to do that work 


“and it is my duty to give the company the facts as 


I find them. And if all physicians would do that 
it would not leave behind the prospect of a sudden 
death shortly thereafter. It is the doctor’s fault. 
The doctor does not take the time to inquire into 
the past vital history of the applicant as to past 
diseases. He examines him on the theory that he 
looks all right; their past lives are neglected in 
the report; he misses something vital in his exam- 
ination on the oral phases of the medical examin- 
er’s requirements during the examination; and 
then the question is asked why there is so much 
mortality. They do not understand why the mor- 
tality rate is so great. 1 can tell you why. You 
do not inquire of the patient if he ever had diph- 
theria, smallpox, tonsillitis, cystitis, scarlatina, or 
every other disease that is common to the human 
body. 

Dr. John L. Davis (Closing.)—Just one word. I 
am sure all medical directors appreciate a care- 
ful, conscientious examiner like Dr. Saunders, of 
Fort Worth. The work of such men saves com- 
panies losses. But once in a while we get a re- 
port from a doctor who has not the facilities for 
making an examination; or he is incompetent; or 
even a good examiner’s reports may not be ex- 
haustive on vital points connected with past ill- 
nesses. That is why insurance rates are higher 
than they might otherwise be. If we employ in- 
competent examiners or men who are careless 
we must expect excessive losses. And in my ex- 
perience our most culpable losses are caused by 
doctors who are careless. We have all enjoyed 
this insurance symposium and will profit greatly 
by the papers and discussions when published. 


Dr. W. O. Pauli (Closing.)—I merely wish to 
congratulate the Southern Medical Association for 
including the Symposium on Life Insurance in 
its program. 

It is a fact that about six millions of dollars 
were paid to medical examiners as fees for med- 
ical examinations during the year 1914. This was 
distributed to doctors throughout the United 
States and Canada and I should think ought to be 
considered of sufficient importance to cause life 
insurance medicine to be given more attention in 
the conventions of the various associations. 

Referring to the question of cylindroids in rela- 
tion to life insurance examinations: We find in 
practically all cases a few cylindroids in the urine. 
It is necessary to differentiate between a few 
eylindroids and a case of cylindruria. We must 
not always conclude that the applicant has well 
defined cylindruria; the cases of cylindruria 
would have an abundance of cylindroids. If there 
are a few cylindroids we pay no particular atten- 
tion to them. If it is a marked case of cylindruria 
with numerous cylindroids scattered throughout 
the field, and if there is a faint trace of albumin 
present, which we otherwise would disregard, then 
we require another specimen to be sent to the 
home office to check it up. In other words, we 
consider that a case of marked cylindruria is of 
no great significance, and a case of cylindroids 
may be safely disregarded. 

We have been trying to do some experimental 
work in our laboratory. We repeated the experi- 
ment of Dr. Martin Fischer, of the University of 
Cincinnati. A fresh normal kidney was cut into 
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sections of }-inch in diameter, and small pieces of 
such sections were immersed over night in a very 
dilute acetic acid solution of different dilutions. 
Then by pressing a glass slide against the surface 
of the kidney section and examining the slide 
under the microscope, numerous epithelial, gran- 
ular and hyaline casts were found, according to 
the duration of action of the acid and the strength 
of the solution. 

We had hoped to be able to reproduce cylin- 
droids by using a dilute solution of a weaker acid. 
But we have not succeeded in reproducing cylin- 
droids by laboratory methods. Nevertheless, we 
believe that cylindroids are produced in the kid- 
ney tubules and that they are not a product of the 
mucous membrane of the bladder or other por- 
tions of urinary tract, for the reason that if the 
tail of the cylindroid is broken off, it is impossible 
to differentiate it from a true cast. 


HAY FEVER IN THE SOUTHERN 
STATES 





By W. SCHEPPEGRELL, A.M., M.D., 
President American Hay Fever Preven- 
tion Association ; Ex-President Amer- 
ican Academy of Ophthalmology 
and Oto-Laryngology, Etc., 

New Orleans, La. 


The statistics of the American Hay Fe- 
ver Prevention Association indicate that 
about 1% of the total population of the 
United States suffer from some form of 
hay fever. Many of these cases are not 
recognized, as the symptoms are fre- 
quently mistaken for an ordinary cold. 

All cases of true hay fever are due to 
the inhalation of pollen—in fact, the med- 
ical profession has now accepted the term 
“pollinosis” in recognition of this. In 
sensitive subjects, hay fever attacks may 
be produced at any season of the year by 
applying the proper pollen to the nostrils. 

The most .common form of hay fever 
in the Southern states develops about Au- 
gust and is due in 85% of the cases to the 
rag weeds. The common rag weed (Am- 
brosia artemisiaefolia) Fig. 1, is the most 
frequent cause and is found in dry soil 
from Nova Scotia to Florida and West to 
British Columbia and Mexico. In moist 
soil, especially on the Gulf Coast, it is re- 
placed ‘by the great rag weed (Ambrosia 
trifida) Fig. 2, and in the West by the 
Western rag weed (Ambrosia psilos- 
tachya). In the Spring, the grasses 
(Gramineae) are the most common cause 
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of hay fever, and in Europe this is the 
prevailing type. 

In addition to these, there are many 
other weeds whose pollen may cause hay 
fever. They may easily be recognized by 
the following characteristics: They are 
wind-pollinated ; very numerous; the flow- 
ers are inconspicuous, with no bright 
color or scent (this being intended to at- 
tract insects, and not being needed in hay 





Fig 1 
Wormwood Rag Weed (Ambrosia Artemisiaefolia). 
Responsible, with the Great Rag Weed, for 85 
per cent of Fall Hay-Fever. More common in 
the Middle and Northern States. 


fever weeds in which the pollen is carried 
by the wind), and the pollen is formed in 
great quantities. 

All plants with the above characteris- 
tics are suspicious from a hay fever stand- 
point. The confirmation is made by the 
physical test, in which the pollen is ap- 
plied to the nostrils of susceptible sub- 
jects, or the ophthalmic or skin reaction 
is tested. 
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The following is a list* of the most com- 
mon hay fever weeds and the. time of 
blooming: 


1. Parthenium hysterophorus (Bastard 


POVGTIOW)) ice ek ee January to January 
2. Rumex obtusifolius (dock)_...March to July 
3. Plantago lanceolata (plantain)..-April to May 
4. Phalaris intermedia (canary grass) -_- 

GA 1 Sahl ola ap eae April to October 
5. Amaranthus spinosus (Careless weed) 

remit tata mie Se ee April to December 
6. Sorghum halapense (Johnson grass) 

Pony EEE nS Re eT oe May to December 
7. Xanthium Canadense (cocklebur) -____ 

pany ae ee ee ey de ey June to December 
8. Ambrosia trifida (giant rag weed) _-_- 

Re ea ee August to November 
9. Ambrosiai artemisiaefolia (common 


TOR) Were): 2 oo August to November 
10. Iva ciliata (marsh elder)_August to November 


Hay fever is due to the absorption of 
the pollen protein by the nasal membranes. 
and the imperfect neutralization of the 
products resulting from the proteolytic 





- Fig. 2 
Great Rag Weed (Ambrosia Trifida), whose polien 
is one of the chief causes of Hay-Fever. Grows 


in moist lands. Very abundant on the Gulf 


Coast. 
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action of the cells. Immunity is due to 
this function being complete, and its de- 
ficiency establishes the degree of severity 
of the attacks. 

As no form of treatment has given sat- 
isfactory results in hay fever, especial at- 
tention should be given to its prevention. 
This is simplified by the fact that practi- 
cally all the plants that cause hay fever 
are worthless weeds, already a source of 
expense to the farmer. 

As the elimination of these weeds means 
the eradication of hay fever, every effort 
should be made to exterminate them. 
When this has been done, it will result in 
the proportionate decrease of hay fever 
cases. When the public is thoroughly edu- 
cated in the causative relation of these 
weeds to hay fever, and suitable laws are 
enacted and enforced to assist in their ex- 
termination, hay fever will cease to be on 
the list of common diseases. 

844-846 Audubon Building. 


*Scheppegrell, “Hay Fever: Its Cause and Pre- 
vention,” Journal American Medical Association, 
March 4, 1916. 








AUTHORS’ ABSTRACTS 
Medicine 
(Continued from page 600) 

The Determination of Alveolar Carbon Dioxid 
Tension by a Simple Method. By W. McKim 
Marriott, Baltimore, Md. Journal of American 
Medical Association, May 20, 1916, p. 1594. 
The diagnosis of acidosis may be made and the 

degree of severity of the condition may be accu- 
rately estimated by the determination of the car- 
bon dioxid tension in the alveolar air. For this 
determination the only apparatus required is a 
rubber bag, a set of test tubes containing stand- 
ard phosphate solutions and a standard alkali 
solution. The individual from whom alveolar air 
is to be collected breathes in and out of the rub- 
ber bag four times; the air in the bag is then 
bubbled through an alkali solution colored with 
phenolsulphonephthalein and the resultant shade 
of color compared with that in standard tubes. 
(Directions for preparation of these standard 
phosphate solutions are given in the original 
article. The solutions may be obtained already 
prepared from dealers in laboratory supplies or 
from Hynson, Westcott & Co., Baltimore, Md.) 
The determination requires less than two minutes’ 
time. In normal adults at rest, the carbon diox- 
id tension in the alveolar air varies from 40 to 
45 mm. Tensions between 30 and 35 mm. are 
indicative of a mild degree of acidosis. When 
the tension is as low as 20 mm., the individual 
may be considered in imminent danger. In coma, 
associated with acidosis, the tension may be as 
low as 8 or 10 mm. In infants the tension of 
the carbon dioxid is from 3 to 5 mm. lower than 
in adults. 
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SURGERY, GYNECOLOGY, OBSTETRICS AND 
GENITO-URINARY DISEASES 


TREATMENT OF URETERAL STRIC- 
TURE WITH SPECIAL REFER- 
ENCE TO RETROGRADE 
DILATATION.* 


By Guy L. HUNNER, M.D. 
Baltimore, Md. 


Stricture of the ureter is a condition so 
often overlooked by the diagnostician that 
a discussion of its treatment may well be 
prefaced by a few observations on its 
clinical features. 

INCIDENCE. 

Ureter stricture is a far more common 
— than we have been taught to be- 
ieve. 

Many operations have been done for ap- 
pendicitis and other supposed pathological 
conditions that could have been avoided 
by the discovery and correction of a local 
ureteral narrowing, a condition compara- 
tively simple in the majority of instances, 
but capable of causing most serious conse- 
quences if left undiscovered. 

Many kidneys are sacrificed by the sur- 
geon that could be restored to a practi- 
cally normal condition by the recognition 
and treatment of the original focus of 
trouble in the ureter. 

Not a few patients begin with pyelitis 
in childhood and for years drag out a mis- 
erable existence in bad health because of 
a hydronephrosis or pyelitis, the underly- 
ing cause of which should have been cor- 
rected early in the disease. 

My cases of ureter stricture up to No- 
vember, 1915, number fifty, while in the 
same period I have treated but forty-nine 
cases of tuberculosis of the urinary tract 
and thirty-nine cases of ureter calculus. 
This list of fifty patients with utereal stric- 
ture excludes those with stricture due to 
tuberculosis and stricture immediately as- 
sociated with a stone. 

ETIOLOGY. 


The literature on ureteral stricture has 


*Read in Section on Surgery, Southern Medical 
Association, Ninth Annual Meeting, Dallas, Tex., 
Nov. 8-11, 1915. 


been concerned far too much with the con- 
ception of congenital malformation as the 
chief cause. (See Bottomley, “Certain 
Congenital Strictures of the Ureter,” An- 
nals of Surgery, 1910, LII, 597; also Eisen- 
drath, “Congenital Stenosis of the Ure- 
ter,” Surgery, Gynecology and Obstetrics, 
1911, XII, 533.) 

Kelly in 1902 (Journal of the American 
Medical Association, Vol. XXXIX, 363), 
clearly differentiated between ureteral ob- 
structure and ureteral stricture in the fol- 
lowing lucid statement: “Obstruction is 
the generic term for any hindrance to the 
downflow of the urine, while stricture is 
specific in its designation, being limited to 
intrinsic narrowings due to disease of the 
ureteral walls.” He further says: “Stric- 
tures are caused by an inflammation in the 
ureteral walls produced by the commoner 
pyogenic cocci, by the gonococcus and by 
the tubercle bacillus. The commonest 
form of inflammation is that due to the 
tubercle bacillus, and the rarest in my ex- 
perience in women is due to the gonococ- 
cus.” 

Garceau (“Ureteritis in the Female,” 
the American Journal of the Medical 
Sciences, 1903, Vol. CXXV, p. 284), on 
the other hand, after reviewing the litera- 
ture and in the light of his own experi- 
ence savs: “The chief cause of fibrous 
structure is gonorrheal infection.” 

Furniss (Journal of the American Med- 
ical Association, 1912, Vol. LIX, 2051), 
takes definite issue with the prevailing 
opinion that most ureteral strictures are 
congenital in origin, and from a study of 
his cases concluded that infection plays 
the most important part in the produc- 
tion of ureteral stricture. He concludes 
that the infiltration in the ureter is result- 
ant on acute hematogenous infection of 
the kidney which often persists as a pye- 
litis, ureteritis, or secondary cystitis. 

Furniss quotes Sugimura (Virchows’ 
Arch. f. path. Anat., October, 1911), as 
having studied the lower end of the ureters 
in the bodies of twenty-five patients who 
had had cystitis, but died of other causes. 
He found changes of an inflammatory type 
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in the submucosa and muscularis and was 
of the opinion that the infection extended 
through the lymphatics and not along the 
mucosa. 

Necker (Zeitschr. f. Urol., 1912, Vol. 
111, 464), exhibited before the Deutsche 
Gesellschaft fiir Urologie at the Congress 
in Vienna in September, 1911, some pye- 
lograms of cases of pyelitis, all showing 
some dilatation of the renal pelvis, and in 
explanation said that they were cases of 
ureteral obstruction with secondary in- 
fected hydronephrosis. 

Kelly and Burnam, “Diseases of the 
Kidneys, Ureters and Bladder” (Apple- 
tons, 1914, Vel. 11, page 354), speaking 
of traumatic stricture, voice our common 

experience in stating that “Traumatic 

stricture of the vesical end of the ureter 
following the injuries of labor and of 
surgical operations, especially the Wert- 
heim operation for cancer of the cervix 
uteri, is quite common. As a rule, the 
trauma has so interfered with the blood 
supply of the organ that there are lateral 
necrosis, a continuous leakage of urine, 
and uretero-vaginal fistula. The spon- 
taneous healing of such a fistula, almost 
invariably, means stricture.” 

While we must admit the possibility 
and probability of all the above factors 
playing a role jin the etiology of certain 
ureteral strictures, I am firmly convinced 
that the majority of ureteral strictures, ex- 
cluding those of tuberculosis and stone 
origin, should be classified as simple 
chronic stricture, and that they have their 
origin in an infection carried to the ureter- 
al walls from some distant focus such as 
diseased tonsils, sinuses or teeth, or dis- 
ease of the digestive tract. (See Hunner, 
“Chronic Urethritis and Chronic Ure- 
terities Caused by Tonsillitis,” Journal of 
the American Medical Association, 1911, 
Vol. LVI, 937; “The Treatment of Pye- 
litis,’ Surgery, Gynecology and Obstet- 
rics, 1912, Vol. XV, 444; “The Diagnosis 
and Treatment of Obscure Cases of Pye- 
litis and Hyronephrosis,” International 
Clinics, 1912, Vol. IV, twenty-second se- 
ries). 

This conception of stricture postulates 
that in the majority of cases ureteral infil- 
tration is primary and that the other uri- 
nary tract lesions so often associated with 
stricture, such as hydronephrosis, pyelitis 
and pyelonephrosis, are secondary. An 
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analysis of my fifty cases seems to support 
this view. 

In only two of my cases have I classified 
the stricture as due to gonorrheal infec- 
tion. In both there was every evidence 
of a former gonorrheal infection such as 
stricture of the urethra, trigonitis and 
contracted ureteral orifices, the urine be- 
ing clear in both cases. 

Only three of my cases had cystitis in 
spite of the fact that of the twenty-seven 
cases with notes on culture-taking, eighteen 
showed infection. In ten others there are | 
notes of pus in the urine and presumably 
they were infected, making probably 
twenty-eight cases with infected urine, 
but only three with cystitis. In one of 
these the cystitis was localized in the base 
of the bladder and I considered it due to 
the presence of a stone in the bladder. 

It might be argued that many of these 
patients had a cystitis in the past, and 
after absorption up the ureteral lymphatics 
and implanting of a local ureteral inflam- 
mation, the cystitis cleared up, but the 
histories and cystoscopy do not bear out 
this theory. ; 

In only one of my cases was there an 
evident sequence of ureteral stricture fol- 
lowing a pyelonephritis, and in this case I 
am inclined to believe the foundation for 
the bilateral ureteral strictures was laid by 
systemic rather than by local infection ex- 
tending along the mucous membrane. 
This patient had an acute staphylococcus 
pyelonephritis following two weeks after 
an acute tonsillitis, and I followed the de- 
velopment of ureteral stricture in the right 
ureter within four months after drainage 
of the right kidney, and found stricture 
of the left ureter a year later when the 
patient first began to complain of pain on 
this side. 

While we must recognize from the writ- 
ings of Schwalbe (Anatomischer Anzeig- 
er, Vol. XII), Seitz (Beitrage z. Geburts- 
hilfe und Gynakologie, Vol. XIII), Eng- 
lisch (Wiener Med. Wochenschrift, 1911, 
LXI, 2339), and others that in the devel- 
oping ureter of the foetus there are well- 
marked valves and folds along the mucous 
membrane, and that in the adult ureter 
there are certain areas of definite narrow- 
ing under normal conditions, we are forced 
by a careful study of the subject to get 
away from the former view that congen- 
ital abnormalities play an important role 
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a. Round tip catheter with wax tip and bulb. 

b. Olive tip catheter with wax tip and large wax 
bulb flanked by smaller bulbs. 

c. Garceau whistle tip catheter. 

d. Gum elastic bougie with olive tip. 

e. Whalebone filiform. 

f. Metal searcher with olive tip. 

g. Metal dilator with curved olive tip and metal 
bulb of 3 mm. diameter. 

h. Metal dilator with curved olive tip and metal 
bulb of 5 mm. diameter. 





in any large proportion of cases of ureteral 
stricture. In none of my cases have I seen 
reason to ascribe a congenital origin. 

If stricture as we see it clinically were 
of congenital origin, we would expect the 
symptoms to arise in early life, although 
there would be exceptions. The average 
age of the fifty patients was 35.5 years 
and the average duration of symptoms 
was 4.5 years, making the average age at 
onset of symptoms 31 years. Of seven 
cases, whose history of trouble due to ure- 
teral stricture began before the age of 20 
years, five were cases with distinct ton- 
sillitis history, one of these having had 
her tonsils removed before, and two hav- 
ing them removed after my treatment, and 
the two still retaining their tonsils having 
had acute attacks while under my care. 
Of the entire series a tonsillitis history or 
the presence of diseased tonsils was found 
in twenty-four cases. 

In one case the double pyelitis which 
led to the finding of double ureteral stric- 
ture occurred a few months after opera- 
tion for sinus infection, the patient first 
— for treatment because of rheuma- 
ism. 

In one case the ureteral stricture and its 
consequent hydronephrosis persisted and 
increased in spite of ureteral dilatation un- 
til four abscessed teeth were discovered 
and removed. 

Ten cases had stone in the urinary tract 
unassociated in time or region with the 
ureteral stricture. Six of these stone cases 
belong in the group of twenty-four cases 
having had tonsillitis. 

Nine cases had history of rheumatism, 
all but one of these coming under the 
groups with tonsillitis or sinusitis. 

Three cases had a heart lesion, two of 
these being in the tonsil group. 

These facts are at least suggestive in 
connection with the older theories con- 
cerning the so-called “rheumatic diathe- 
sis.” 
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The occurrence of bilateral stricture is 
somewhat suggestive of a systemic infec- 
tion. Bilateral stricture was discovered in 
twelve of these cases. This condition may 
have been present in some others, as it 
has not been my custom to investigate 
both sides when the symptoms were con- 
fined to one side. This has been particu- 
larly true of the cases that promptly re- 
covered after treatment of the one side 
bearing symptoms. The bilateral charac- 
ter has been discovered accidentally in 
some cases in the course of making a func- 
tional test. In other cases one side has 
been successfully treated and at a later 
time the patient returned with symptoms 
in the other kidney, which were found to 
be due to a stricture of the corresponding 
ureter. 

Another feature in the argument for a 
systemic infection is the preponderance of 
cases in which the stricture occurred in 
the broad ligament region where the ure- 
ter has its chief blood and lymphatic con+ 
nections. Of the sixty-two ureters with 
stricture (12 of the 50 cases being bilat- 
eral) the stricture was located within 
the broad ligament or within 6 cm. of the 
bladder in fifty-three ureters —near the 
pelvic brim in eight ureters — and .near 
the kidney in one ureter. 


SYMPTOMS, ANATOMICAL RESULTS, AND DI- 
AGNOSIS. 


It is comparatively rare to have one’s 
attention directed to localized symptoms 
due to the stricture. The patient usually 
complains of a pain in the kidney region 
or of bladder symptoms or of both and the 
stricture is found in the attempt to fath- 
om the cause of the symptoms. 

In some instances there is a local point 
of pain in line with the ureter which, on 
investigation, is found to be the site of 
the stricture. In such cases the pain may 
begin in the stricture area and gradually 
grow more intense in the kidney region 
and if one finds in the urine of such a case 
blood, or blood and pus,one is inclined to di- 
agnose stone in the ureter until the exam- 
ination by X-ray and wax-tip bougie shows 
the absence of stone, and the passage of 
the bougie reveals the presence of an ob- 
struction. In such a case the ureteral 
stricture may not be of sufficient density 
to cause an appreciable obstruction to the 
passage of the bougie on the first exam- 








620 


ination, and the diagnosis of stricture is 
suspected because of a hydronephrosis; or 
if hydronephrosis is not present, the first 
strong suspicion of stricture may occur a 
few hours after the catheterization by 
having the patient experience an unusu- 
ally severe attack of pain, or if infection 
be present, a severe pyelitis attack. This 
attack follows the swelling shut of the 
mucosa at the stricture site due to the 
trauma of catheterization. By using a 
larger wax bulb at a later investigation, 
one can definitely appreciate a point of 
obstruction marking the stricture area. 

Such cases of incipient stricture and 
cases of stone in the ureter which give 
only intermittent attacks are particularly 
likely to have these attacks brought on by 
the added congestion of the menstrual pe- 
riod or by the congestion following get- 
ting the feet wet, getting chilled, or 
“catching cold.” For this reason they are 
often diagnosed “ovarian attacks.” 

One can often palpate the area of thick- 
ening through the vaginal vault, particu- 
larly in thin women, and it is quite impos- 
sible in some cases to differentiate be- 
tween stone and stricture. 

Cystoscopy, particularly in these cases 
that have a palpable thickening near the 
bladder, often shows an edematous red- 
dened mons ureteris region, thus again 
making one quite certain he is dealing 
with a stone in the ureter. 

It is interesting to note that a patient 
may have had intermittent renal colic 
even for years without the development 
of a permanent hydronephrosis. In such 
a case one may have great difficulty in 
getting by the stricture from below and 
it is always surprising when one succeeds 
in getting by a dense stricture and fails 
to demonstrate hydronephrosis above. 
When one fails to get by any obstruction 
by working from below, it is well to an- 
ticipate serious renal colic within a few 
hours because of the traumatism, and pro- 
vision should be made for the patient to 
have hypodermic injections of morphia if 
necessary. 

One should be on the alert for the pres- 
ence of stricture of the ureter in any case 
of pyelitis that seems to be particularly 
resistant to lavage treatment. Particu- 


larly is this true if these lavage treat- 
ments are followed by acute pyelitis at- 
tacks with high temperature, chills, pain, 
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nausea, vomiting, etc. By passing larger 
bulbs in such a case one can appreciate 
the stricture if such be present, and the 
pyelitis attacks after lavage will cease be- 
cause of the free opening of the ureteral 
channel at the point of stricture. 

In a comparison of my infected and non- 
infected cases it is seen that as a rule the 
non-infected cases have a history of short- 
er duration and renal pelves holding less 
than the cases with infection. 

In the 16 non-infected cases the average 
age was 38 years, the average duration 
of symptoms two and a half years, and the 
average size of the kidney pelvis in 10 of 
the cases was 19 cc., three of these hold- 
ing 8, 11 and 12 cc., respectively, and the 
others holding from 15 to 30 cc. In one 
exceptional case the pelvis had reached a 
capacity of 385 cc. without becoming in- 
fected. In five cases there was no note 
on the pelvis capacity. 

In the 18 infected cases the average age 
was 35 years, the average duration of 
symptoms was four years, and the aver- 
age size of the kidney pelvis in 15 cases 
in which a record was made was 98 céc. 
In four of these 15 cases the pelvis was 
of normal capacity, 7 to 8 cc., showing for 
the 11 dilated cases an average capacity 
of 130 cc. In the cases with both pelves 
dilated, the capacity is figured on the 
larger pelvis only. 


TREATMENT. 


The ideal treatment for stricture, of the 
ureter is by dilatation from the vesical 
approach. Naturally those whose work is 
confined to women and those who use the 
Kelly speculum have a great advantage in 
treating this disease. Various forms of 
operative cystoscopes and ureteral instru- 
ments have been devised by Bransford 
Lewis and others which makes it quite 
possible to do considerable effective work 
from the vesical end in the male. 

My work being confined to women, I 
shall speak only of the methods which I 
have used in treating stricture, these hav- 
ing been largely developed or suggested 
by Dr. Howard A. Kelly. 

A glance at Figure 1 will show the sim- 
ple instruments which I use, entirely with 
the tubular speculum of Kelly. As a rule 
I use the olive tip catheter of sizes 7, 8 
and 9, carrying a wax bulb 8 to 10 cm. 
back of the wax-tipped end (b). Not in- 
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frequently the olive tip catheter refuses to 
pass when a round tip (a) or a whistle 
tip (c) will engage the lumen and go by 
the stricture. One may use the ordinary 
whistle tip catheter with the wax bulb or 
the whistle tip catheter with a gradually 
increasing diameter which Garceau de- 
vised for the special purpose of making 
functional tests (c). This Garceau ca- 
theter in sizes 11 or 13 gives a fairly good 
dilatation without adding the wax bulb. 

At times these catheters engage the lu- 
men of the stricture area better with the 
wire stylet left in for stiffening, and at 
times a slight withdrawal of the stylet 
will result in success when the catheter 
has seemed permanently obstructed. 


In case of failure to get by with any of 
these forms of flexible catheter, it is some- 
times possible to make the first entrance 
with the metal searcher (f). By slightly 
curving the last centimeter of the metal 
searcher, one can gently rotate the angled 
handle, thus giving the tip a variety of 
axes, one of which will engage and pass 
the stricture where the more flexible in- 
struments will meet a pocket or shelf of 
mucosa and permanently obstruct. Usu- 
ally after getting through the stricture 
area with the olive pointed metal searcher 
one can withdraw the searcher and imme- 
diately get by with one of the flexible 
catheters which has previously obstruct- 
ed; or one can follow the metal searcher 
with the metal bulb dilator (g) which 
has a slightly curved olive tip followed by 
a metal bulb of 3 millimeters diameter, 
which bulb gives such thorough dilatation 
that the flexible catheter is quite certain 
to pass. At later treatments where a still 
greater dilatation is wished, the metal 
bulb dilator of 5 millimeters diameter (h) 
“may be used. It is seldom necessary to 
use this large metal bulb, for one can eas- 
ily use the flexible catheters with a wax 
bulb as large as 6 millimeters diameter. 
In using these very large bulbs it is well 
to see that the bulb is of perfect spindle 
shape, having no abrupt shoulder to catch 
on the stricture, and also to place smaller 
bulbs immediately in front and behind 
the larger bulb to give partial dilatation 
before the large bulb engages (b). In 
recently using a large bulb with rather 
an abrupt shoulder on the distal side, the 
bulb was obstinately hung at the stricture 
area on its withdrawal, and it brought 
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with it a perfect collar of mucous mem- 
brane which had been torn from the mu- 
cosa because of the abrupt shoulder. This 
of course creates most pbjectionable 
trauma in the site of the stricture. 

In our earlier work in testing for stone 
in the ureter we always used beeswax 
(the cera flava or cera alba of the phar- 
macopea) mixed with one-third or one- 
half sweet oil, but I found that this softens 
the wax to such a degree that it partially 
crushes on meeting a narrow ureteral ori- 
fice, or later on meeting the stricture; or 
sometimes on withdrawing the catheter a 
part or all of the wax is left on the proxi- 
mal side of the stricture. For this reason 
I have given up the mixed wax and oil and 
use only the pure beeswax. This is soft 
enough to get a good impression from 
stone and it is firm enough to hang to the 
catheter and not crush under any ordinary 
conditions of obstruction. 

At times, on failing to get any of the 
above instruments to engage a stricture, 
I have succeeded in making the first dila-. 
tation by using the whalebone filiform 
searchers (e). Usually the first two or 
three searchers catch in the musoca just as 
the other instruments have done, but after 
introducing three, four or five filiforms, 
one can by careful manipulation get one 
of them through the stricture lumen, when 
by further manipulation the others will 
follow. 

After dilatation with from two to four 
filiforms one can withdraw these and pass 
the renal catheter with the bulb, but it is 
generally safer to leave one or two of the 
filiforms as a guide and pass the metal 
searcher or the flexible catheter alongside 
the filiforms to engage the stricture lu- 
men before the guides are withdrawn. 

Before beginning work with the whale- 
bone filiforms one should have sterile 
hands or put on a sterile glove, for these 
have te be grasped close to the speculum 
at a portion of the filiform that later en- 
ters the bladder or the ureter. 


RESULTS OF TREATMENT BY VESICAL AP- 
PROACH. 


What can we hope for in the simpler 
non-operative forms of treatment? In the 
cases without infection and without much 
renal disturbance we can look for cure. 
Such was the result in eight of my cases. 








622 


The case numbers, the duration of symp- 
toms, and the pelvic contents before and 


Case No. Duration of Symptoms 
“<i A few weeks 30 
XVII 5 years 22 
os Pee 15 
= ao 2 
XXVII 2 years 30 
XXVIII eesti t 15 
XXXV 18 months 22 
XL saint ia 40 


In certain other cases, even with infec- 
tion, if the kidney pelvis is not too dilated, 
we get brilliant results in’ permanently 
clearing up the symptoms and the infec- 


| 
| Duration of Symptoms 


Pelvis Before Treatment 
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after treatment are shown in the follow- 
ing table: 


Pelvis After Treatment 


ec. 3 years later 15 cc. 
cr. 2 years later 9 cc. 
5 cc. 5 months later 74 cc. 


5 months later 10 cc. 


ce. 
- Not seen after 3 treatments and 
E complete relief of symptoms 
3 years later no further renal at- 
cc. tacks. Is pregnant for third 
time since treatments. 
ce. 4 months later 10 ce. 
cc. Not seen after two treatments 


tion through dilatation and lavage. This 
occurred in five of my cases, two with bi- 
lateral stricture and pyelitis. 


Pelvis After Treatment 


Case No. Pelvis Before Treatment 
XXXIV | 11 years a” and Free of pus and bacteria 
XLI One year or less 30 ce. staphylococcus hee ge og cocel. Pelvis 
XLIII 4 months “oa ead ine of pus and suslieias es 
XLVII Pyelitis one week 15 ee.—colon Free of pus and bacteria. 
XLIX 10 months 40 cc.—colon Free of pus and bacteria. Pelvis 


In other cases with infection and large 
pelves we may be unable by lavage to rid 
the patient of infection, probably because 
of the permanently sacculated pelves, but 
We may place them in apparent perfect 
health by doing away with the ureteral ob- 
struction, thereby relieving their pain 
and their toxic symptoms. Case XVI was 


admitted to the Johns Hopkins Hospital 
in July, 1912, suffering with repeated 
chills and a hectic fever ranging as high 
as 104° F. The right kidney had a ca- 
pacity of 100 cc. and yielded a _ turbid 
purulent urine. The left kidney held 120 
ec. and was secreting a thick, turbid urine 
as of a pyonephrosis. Both ureters had 
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two or three infiltrated areas near the 
bladder, and cultures revealed colon bacil- 
lus from either side. After dilating the 
strictures and washing the kidneys with 
silver nitrate solution, the patient prompt- 
ly improved and left the hospital feeling 
well and with urine from each kidney 
showing only microscopic pus and bacte- 
ria. This patient has remained in good 
health and for the past two years I have 
seen her only two or three times a year. 
On November 15, 1915, the patient came 
at my request and had dilatation of both 
ureters. The urine was macroscopically 
clear, but contained microscopic pus and 
bacteria. The right pelvis took 40 cc. to 
the point of discomfort and the left took 
50 cc., each side returning 45 cc. in a 
steady stream. 

In three of my cases with infection the 
patient’s symptoms were relieved by treat- 
ment, but I have been unable to follow 
them with cystoscopy to learn of the final 
kidney condition. 

Case XIV, with attacks of pain in the 
kidney for two years, enlarged inflamed 
tonsils and arthritis, had a stricture about 
3 em. from the bladder and a kidney pel- 
vis of 12 cc. capacity, with a staphylococ- 
cus infection. After a few dispensary 
treatments she failed to return. 


Case XXIV had a stone in the bladder 
with symptoms referable only to this. 
The X-ray picture revealed another small 
shadow in the left ureter region. On in- 
vestigation this shadow was found to be 
outside the ureter, but the ureter had a 
stricture in the bladder portion and an- 
other about 4 cm. from the bladder. The 
kidney pelvis held 21 cc. and was infected 
with colon bacillus. After a few treat- 
ments the strictures were well dilated 
and the pelvis reduced to 14 cc. The pa- 
tient went to her home in North Carolina 
before the infection was cleared and a re- 
cent letter, almost four years after her 
— states that she is perfectly 
well. 

Case XLV consulted me in August, 1915, 
when she was three months’ pregnant. 
She had had the symptoms of a pyelitis 
for four days. Palpation in the left ure- 
terovesical region revealed a small mass 
taken: to be a calculus. The left mons ure- 
teris was swollen and red and measured 
1 cm. in diameter, being elevated above 
the surrounding mucosa 14cm. The metal 


searcher discovered a grating as of stone 
or stricture just within the ureteral orifice. 
The metal telephone catheter failed to 
sound stone. The stricture was dilated 
first with the 3 mm. and then with the 5 
mm. metal bulb dilator, the latter split- 
ting the mucosa somewhat and causing 
bleeding. The kidney pelvis held 18 ce. 
and the urine from the kidney was smoky 
turbid, containing pus, blood and bacteria. 
Unfortunately a culture was not taken. 
This patient was a physician’s wife and, 
as her symptoms cleared within two or 
three days, I have not seen her since. Her 
labor is due about the last of February 
and her husband reports that the urine is 
perfectly normal. 

In another group of three cases, each 
with bilateral infected pyelitis, the end re- 
sults have been unsatisfactory because of 
a failure of the patients to persist with 
treatments after securing enough dilata- 
tion to free them from the severe attacks 
of pyelitis. 


TREATMENT BY OPERATION. 


If all the methods of vesical approach 
fail, we must consider the operative re- 
lief. No form of operation will be under- 
taken until as complete investigation as 
possible has been made of both sides. 
Stricture of the ureter is so often bilateral 
that we can not afford to take anything 
for granted in dealing with these cases. 

If investigation shows stricture of but 
one ureter associated with a kidney of 
little or no functional value, conservatism 
usually calls for extirpation of the injured 
or dead kidney. This was done in six of 
my cases with entirely satisfactory re- 
sults. 

If the stricture is high at the junction 
of the kidney pelvis with the ureter, we 
may follow Fenger in doing some form 
of pyelo-ureteroplasty. Actual stricture 
at this point is extremely rare and the 
valve-like obstruction formed by floating 
kidney can usually be overcome by mere 
high fixation of the kidney, as I have done 
in a number of cases with excellent results. 

If careful examination at the time of 
operation leads one to suspect an organic 
narrowing at the pyelo-ureter junction, a 
pyelotomy and careful dilatation may be 
done in addition to the kidney fixation, or 
if the pelvis is very large, a partial pye- 
lectomy may be done, being careful to di- 
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late if the orifice into the ureter is at all 
narrowed. 

If the stricture is lower and about the 
lumbar or pelvic brim region, it has been 
recommended to sever above the stricture 
and implant into the colon or in the loin 
region. 

If the stricture is low and near the 
bladder, as a vast majority of these stric- 
tures are, it has been the custom to im- 
plant the severed healthy end into the co- 
lon or bladder. I have never made a colon 
transplantation, as I have but little faith 
in our ability to make the transplant in a 
manner to prevent future infection of the 
kidney. 

I am familiar with Coffey’s brilliant re- 
sults on the dog and with the apparent 
satisfactory results of his and Mayo’s 
colon transplants in the human, but I fear 
time will not bear out the perfection of 
these results. 

In the type of cases under discussion 
the problem is particularly difficult, for in 
a large proportion of them the ureter is 
much enlarged above the stricture, making 
intestinal implantation difficult, and the 
kidney is already infected or has its re- 
sistance so lowered that intestinal infec- 
tion is invited. 

I have done bladder implantation-in two 
of these fifty stricture cases with indif- 
ferent or questionable results in both. I 
say questionable results because in neither 
case could I later enter the ureter with a 
catheter from below. Both cases have 
been in good health since the implantation, 
but I suspect in both of these cases there 
may have formed stricture at the site of 
the implantation with gradual destruc- 
tion of the kidney. 


RETROGRADE DILATATION. 


I wish to emphasize a method for hand- 
ling these cases by operation which I have 
not seen mentioned in the literature, but 
which I am sure must have been done by 
many surgeons and which has probably 
been described before, viz., the treatment 
by retrograde dilatation. Certainly every 


surgeon must follow his ureteral stone ex- 
tractions by dilatation of the usual area 
of infiltration about the stone. 

The ureter is exposed by an extraperi- 
toneal incision. Incision is made into its 
dilated portion above the site of stricture, 
and increasing sizes of the French gum 
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elastic bougies. Figure 1 (d), or metal 
sounds, are passed until the stricture is 
dilated to a diameter of from 1% to 1 centi- 
meter. The ureteral incision is then closed 
with catgut, reinforced if thought neces- 
sary with silk or linen. A wick drain is 


‘ usually left in the extraperitoneal incision 


for forty-eight hours to take care of pos- 
sible contamination by the escaped urine 
at the time of operation, or of post-opera- 
tive leakage and the excessive serum se- 
cretion following the extraperitoneal op- 
eration. 

If the dilatation has not been entirely 
satisfactory or if there has been much 
trauma to the ureter, I leave it open or 
close it carelessly with catgut to favor 
urine drainage in case of temporary swell- 
ing shut of the traumatized stricture area. 
In such cases two or three small wicks 
are dropped to the area of ureteral incision 
and left some days or until there is cer- 
tainly no urine leakage. 

A’McBurney incision is suitable for 
most of these cases, but a semilunar line 
incision is more useful, for it can be en- 
larged up or down to suit the exigencies 
of the case and through a moderately long 
semi-lunar line incision, one can easily pal- 
pate from kidney pelvis to bladder. 

With care one can preserve the intercos- 
tal vessels and nerves crossing this in- 
cision to the rectus muscle simply by de- 
flecting them and working between them. 

I have treated eight cases by this retro- 
grade dilatation, five cases in which it 
was impossible to dilate from below, two 
cases in which stricture of the ureter was 
found when stone was being looked for, 
and in one case in which ureteral stricture 
had been successfully treated from the 
vesical approach one year previously, but 
in which the stricture again swelled shut 
sufficiently to cause kidney symptoms in 
the course of an attack of acute gonorrheal 
salpingitis. 

The results in these eight cases treated 
by retrograde dilatation have been perfect 
in six, so far as measured by relief of 
symptoms and ability easily to catheter- 
ize later from below. In one case, my 
first one, in which I was looking for stone 
and failed to find it, but found the ureter 
dilated to 1 centimeter diameter from the 
bladder to the dilated kidney pelvis, I 
found a dense stricture in the bladder 
area and dilated it with the uterine sound 
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only, which probably made a diameter of 
only 3 millimeters. I heard one or two 
years later that this patient developed 
symptoms again and had a stone removed 
from the kidney. I have questioned the 


accuracy of this report, especially as the. 


patient had the kidney removed at a third 
operation. It is possible that I overlooked 
a floating stone temporarily lodged in a 
kidney calyx, but I think it more likely 
that the symptoms returned and persisted 
because the stricture was not sufficiently 
opened. My X-ray had shown a question- 
able shadow in the kidney region. 

My second case with a questionable re- 
sult after retrograde dilatation was one 
in which the stricture of the left ureter 
was a diffuse one, reaching from the blad- 
der to 5 or 6 centimeters above. She had 
stricture of the right ureter also, but had 
no symptoms on this side. A few weeks 
after dilatation she again showed signs of 
kidney obstruction and I failed to cathe- 
terize from below. I attempted to make 
a uretero-vesical implantation above the 
site of stricture, but failed to find the ure- 
ter in the midst of the scar tissue follow- 
ing the previous operation. 


The patient got along fairly well and ' 


when she was three months’ pregnant, 
some three or four years later, her phy- 
sician at my suggestion tried to catheter- 
ize her ureters, but was unable to enter 
either kidney. One would suppose that 
with the increased circulation and pliabil- 
ity of the tissues characteristic of the preg- 
nant state this would be an ideal oppor- 
tunity for dilating strictures of particu- 
lar density. 

The cases least suited for retrograde 
dilatation are those in which previous test- 
ing of the capacity of the kidney pelvis 
and ureter and pyelography have shown an 
absence of enlargement of the lumen above 
the site of stricture. In these cases the 
ureter is found too small above the stric- 
ture to admit large dilators, and if it is 
at all possible to get by from the vesical 
approach, one should be satisfied to do as 
well as possible’ by this route, although it 
may require a long, tedious course of 
treatment. 


DISCUSSION. 


Dr. Bransford Lewis, St. Louis, Mo.—Dr. Hunner 
has reviewed this subject with such intelligence 
and such completeness that I cannot offer any 
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625 


criticism. I thought it might be interesting to add 
some of the methods by which I have gotten at 
the subject of overcoming of constrictions and 
obstructions in the ureter, the removal of the 
ureteral calculi through cystoscopic methods— 
and have brought a few slides for illustrating the 
measures used. Ureteral calculi that have been 
hung up in the ureters from six months to fifteen 
years, and with symptoms that you are all so fa- 
miliar with, are thus removable in many cases. 

The ureteral stricture shown in this (slide) sub- 
ject was that of a physician of considerable prom- 
inence in Illinois. That physician might just as 
well have been alive at the present time as in his 
grave. It was just a matter of neglect on his 
part. If he had submitted to proper examination 
and the opening of the lower end of his left ureter 
had been slit with the cystoscopic ureteral scis- 
sors he would not have had the damaged and 
destroyed kidney. 

This slide shows a ureteral stricture at the junc- 
tion of the pelvis of the kidney with the ureter. 
This shows a stricture at the upper end —two 
strictures with a small stone between the two, 
with the destroyed kidney above. 

How do we get at this? The methods are illus- 
trated in the next series. 

This represents the orifice of the left ureter, 
microscopic in size, although bulging and sur- 
rounded by indurated tissue. With the small fili- 
form bougie we might be able to penetrate that 
and finally get the ureteral bougie in and gradually 
dilate the orifice to a certain extent, shown in the 
illustration. 

If that is accomplished, we next introduce the 
ureteral metal dilator. That is insinuated into the 
orifice,—a little larger than at first, and a forcible 
dilation of the narrow ureteral orifice follows. 
This is not restricted to the female, because 
we think the male is also deserving of some at- 
tention in this matter. These maneuvers are Car- - 
ried out on both sexes, in the way described. 

If the ureteral orifice is so indurated that it is 
not amenable to the dilating measures, illustrated 
in the pictures, the next one shows the method 
whereby we use more forcible and aggressive 
measures—the ureteral scissors, passed through 
the cystoscope. One blade enters the small ori- 
fice, the other on the outside, and you incise the 
stricture as shown, the result being that we have 
a definitely opened ureteral orifice. 

So much for the work at the lower end of the 
ureter. 

Where there is a stone incarcerated in the ure- 
ter, the forceps may go after that stone in a defi- 
nite and purposeful manner, as shown. The for- 
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ceps is under the direct control of the surgeon, 
and he can work just as a throat surgeon on a 
tonsil. 

This shows an illustration in which there were 
about 1700 stones in a bladder, all of which we 
got out through cystoscopic measures. Most of 
them were washed out through the cystoscope 
sheath, the remainder were taken out by forceps. 
That was accompanied by an enlarged prostate 
which was also removed, so that the old man was 
finally cleaned up of the prostate and all of his 
stones and went home well. 

This is a ureteral forceps, having the rounded 
extremity and the flexible shaft, and following the 
channel of the ureter can be inserted four or five 
inches up into the ureter, the purpose of which 
appears in later illustrations. 

Supposing we get a stone from the ureter into 
the bladder. one that is a little too large to be 
drawn cut through the cystoscope sheath. We use 
the forceps last illustrated, as you see on the left, 
grasp the stone and then we draw the whole out 
together,—the cystoscope and the stone, while 
held in the jaws of the forceps— and that is the 
way we got out certain of those 1700 stones that 
were a little too big to be drawn through the 
sheath. Suppose the stone is within the ureter; 
the forceps is still capable of grasping the stone, 
as illustrated by the dotted lines. We, of course, 
have to enlarge the orifice and the structural 
channel that contracts more tightly below than 
above the stone. 

The silk-web bougie (illustration) goes up into 
the strictured part of the ureter, passes up be- 
side the stone, and incidentally dilates the stric- 
tured part, dislodges the stone and enlarges the 
calibre that had held the stone. The stone gets 
down into the lower part of the ureter, where one 
can grasp it with the forceps or continue his 
measures until he gets the ureter large enough at 
the lower part, so that he can get the stone out 
into the bladder. 

A more definite plan for enlarging the strictured 
ureteral channel when the stone is above the ori- 
fice, is done by this newer dilator. It is almost 
worth its weight in gold, when we come to use it 
in some of these strictures of the ureter. 

The tip of the instrument is insinuated into the 
narrow part just below the stone, then is forcibly 
distended, compelling the enlargement of the cali- 
bre of the strictured ureter, whether it is at the 
orifice or several inches above the orifice. 

Here is seen the shadow of a stone which was 
about three inches above the lower end of the 
ureter, and it had been hung up there for a year 
or more. We caused the descent of the stone to 
within one-half inch of the lower end of the ureter. 
That took a couple of weeks or so. 

This (slide) shows the cystoscope in place and 
the metal dilator just within the orifice, and the 
stone to the left. This (slide) shows the stone 
shadow present. One day after this picture was 
taken the stone passed out into the bladder and 
we have it in our collection. This (slide) is an- 
other ilustration of the forceps in the ureter, and 
this is the same uterer you saw the stone in; the 
shadow is lacking in it because the stone is in our 
possession. ° 


That (slide) is the catheter with the shadow of 
a stone, about four inches in the ureter. 

The stone, under the several manipulations de- 
scribed, has descended to the lower end of the 
right ureter, cystoscope and catheter shown by 
X-ray, the stone outside and in our possession. 

This is absolutely practical. A number of phy- 
sicians have been relieved in this relatively com- 
fortable way, as compared with the more radical 
open operation. 

Dr. F. G. DuBose, Selma, Ala.—I voice the senti- 
ment of the Section when I congratulate Dr. Lewis 
for both his mechanical ingenuity in the develop- 
ment of the instrument and also for the wonderful 
technique which he has mastered. I cannot, how- 
ever, fail to express my sympathy for some of the 
patients from whom he removed these urethral 
and bladder stones. Especially is this true of the 
old gentleman with a prostatic enlargement where 
so many of these stones were forcibly drawn 
through the urethra. It requires no flights of 
imagination to realize the pain and discomfort 
that this old man suffered from time to time as he 
voided subsequent to this operation and the un- 
necessary added discomfort in this case that was 
subsequently submitted to an open bladder opera- 
tion for prostectomy. At least his cystotomy and 
the removal of the stones could have been done 
painlessly under local anesthesia and also less 
shock and the prostate removed through the orig- 
inal cystotomy opening. : 

The shade of Dr. Bigelow must be elated to 
know that the same procedure he used many years 
ago in the operation of stones in the bladder is 
now being used in preference to the open opera- 
tion. 

Dr. A. I. Folsom, Dallas, Texas.—I enjoyed Dr. 
Hunner’s paper very much. I think in the discus- 
sion we are apt to lose sight of the real subject of 
the paper and get off on to the question of stones 
in the ureter. 

The important thing—it appears to me—to the 
general surgeon in this matter, is simply this: 
There are very few of you who expect to try to 
perfect your special technique to the point of do- 
ing this particular work, but there is a point that 
is specially important to you: You are frequently 
confronted with a case presenting all the clinical 
symptoms of stone, either in the kidney or the 
ureter. The general surgeon, after examination 
of the patient, has come to the conclusion that the 
stone is in the ureter, he submits the patient to 
the Roentgenologist, who says there is no stone in 
the bladder or in the ureter. The surgeon, then, 
thinks he must have been mistaken and fails to 
pursue the subject to a conclusion and wonders 
what caused the pain. 

We are sure in at least 85 to 95 per cent of cases 
the X-Ray will show ureteral and kidney calculi. 
The Mayos say their average percentage of errors 
is as high as 15 per cent. I believe that rather 
high. I recently heard Dr. Cole, of New York, ex- 
press a similar view, and said by reason of the 
immensity of their work, they could not give the 
matter the particular attention required. 

When you have the clinical picture of stone in 
the ureter and kidney and yet are unable to demon- 
strate a stone you should always suspect a stric- 
ture of the ureter. 











HATCH: 


Dr. Hunner, by using the Kelly cystoscope, can 
get his catheter in direct line with the ureter,— 
which is not true of any indirect instrument that 
I know of. 

In the Braasch instrument, which I favor, we 
have a direct method of attack in this same way, 
without having to set the instrument at right 
angle to get at them. By placing the end of the 
Braasch instrument at the ureteral opening, we 
have no chance of buckling at all, and can fre- 
quently exert very much greater force in direct 
line with the ureter, than you can with an indirect 
instrument or with the Kelly cystoscope. I be- 
lieve the Braasch instrument, together with the 
Kelly instrument, would improve the technique 
of any ureteral dilation, and these patients are en- 
titled to this means of ridding them of their trou- 
ble they are suffering from, without having to sub- 
mit them to the dangers of a surgical operation. 

I think Dr. Lewis has done a distinct service to 
the profession in work on the ureteral calculi, but 
I think that we should keep our attention fixed on 
the fact that in those cases, where the clinical 
symptoms are clearly those of a renal calculus,— 
we should keep in mind the question of ureteral 
stricture. 


Dr. Denegre Martin, New Orleans.—Are these 
strictures retarded by this method? 


Dr. Geo. T. Tyler, Greenville, S. C.—I would like 
to ask the reason for the occurrence of the stric- 
ture at the point he mentions, rather than at the 
other point. 


Dr. Hunner (closing.)—I imagine you find most of 
them in the region of the broad ligament, because 
of the lymphatic circulation, and it is natural to 
suppose that there would be more chance for the 
infection to be carried from a distance. 


The doctor asked me about the permanency of 
these dilations: I have been surprised at the very 
good results along that line. We have all grades 
to deal with. The simplest is the patient who 
comes with a little trouble in the back, which has 
probably been diagnosed and treated as lumbago 
for some years; she has had every examination 
except actual investigation with the ureteral cath- 
eter,—and that is the one step farther that we 
should take, such a case having 20 to 30 c.c. in the 
kidney pelvis and no kidney infection, as soon as 
you dilate the stricture, the kidney will usually 
shrink down to about normal size. The stricture 
stays dilated, and the pelvis stays about normal 
size. 

The next type is the recurring attack of pyelitis, 
—the frightful chills, fever and prostration occur- 
ing every two or three months or oftener, and no 
diagnosis being made on the case. We find they 
are infected most often with colon or staphylococ- 
cus. With the dilation of the stricture we can 
wash those pelves out and get rid of the infection. 
The results in those cases are extremely satisfac- 
tory. 

I have treated eight by the operative method of 
retrograde dilatation, and I have explained those 
cases in my paper. Of the fifty cases I have treat- 
ed seventeen with the method through the blad- 
der, without any major operation, with very good 
results in all but three. 
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THE TREATMENT OF SCOLIOSIS.* 


By Epwarp S. HATCH, M.D., F.A.C.S. 
Senior Orthopedic Surgeon Touro Infirm- 
ary; Orthopedic Chief to the Charity 
Hospital; Consulting Orthopedic 
Surgeon to the New Orleans 
Dispensary for Women 
and Children, 

New Orleans, La. 


By the term scoliosis we understand a 
constant deviation of the spine to one side 
or the other of the median line. This is 
associated with distortion of the trunk 
and a rotation of the bodies of the verte- 
brae on their axes. Acquired scoliosis is 
much the more common; the congenital 
type usually represents some defect in the 
formation of the bones, such as split or 
extra vertebrae, etc. According to most 
authors the usual age that the patients are 
brought for treatment is between ten and 
sixteen years. Girls are much more often 
affected than boys in the proportion of 
from four to seven females to one male. 
Boys are more active than girls and their 
participation in outdoor sports tends to de- 
velop their musculature and to overcome a 
tendency toward lateral deviations. 

The changes in the vertebrae are pro- 
duced by abnormal pressure and strain. 

The best working classification of scoli- 
osis is into the muscular and the struc- 
tural varieties. Bradford and Lovett’s 
classification of the etiology is as follows: 


. Faulty attitudes in standing or sitting. 

. Inequality in the length of the limbs. 

. Occupations which produce faulty attitudes. 

Paralysis or weakening of the muscles of the 
back. 

. Congenital defects in the ribs or vertebrae. 

. Torticollis or inequality of vision in the eyes. 

. Contractions of the chest following empyema. 

. Sacro-iliac diseases. 

. Asymmetry of the pelvis. 


The first and third of these being much 
the most common. 

These curves are usually first discovered 
by the mother or dressmaker in fitting 
clothes. The patients do not suffer any 
pain and when the average case is brought 
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*Read in Section on Surgery, Southern Medical 
Association, Ninth Annual Meeting, Dallas, Tex., 
Nov. 8-11, 1915. 
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to the surgeon the curves are well marked 
and of the structural variety. If we could 
only interest the parents of the children 
by talks and lectures on this subject, many 
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Beely correcting machine for lateral 
curvature (Young). 








of the structural cases would be seen by us 
in the muscular stage and the course of 
the treatment would be much lessened. 
The muscular cases usually show very lit- 
tle, if any, rotation, and these cases are 
cured by a system of exercises carefully 
carried out by an instructor, and with 














Apparatus for the application of plaster jackets 
in recumbency (Bradford and Lovett). 


home work each day, and later by home 
work alone for many months during the 
growing period of the child. 

In the prognosis of scoliosis the etiology 














Apparatus for the forcible correction of lateral 
curvature in suspension (Weigel). 


of the condition plays a great part. In 
our cases caused by split vertebrae or em- 
pyema the prognosis is bad, and in some 














Same apparatus in use, ready for application 
of plaster jacket (Bradford and Lovett). 
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cases of what I call pure structural scoli- 
osis — that is, cases in which there is 
marked bone involvement, but in which 
there are no pathological lesions—-we can 
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lateral curvature. The writer, in common 
with other orthopedic workers, tried sev- 
eral of the methods advocated, and while 
he succeeded in partially correcting some 





Patient on Abbott frame, in flexion position. Cor- 
rective straps applied ready for plaster band- 
ages. Right dorsal, left lumbar scoliosis. 


not seem to get correction. This usually 
applied to the worst of our cases, but at 
times a case will be treated which does 
not seem to rotate at all, although it is not 
apparently a bad case. 

Before the paper of Dr. E. G. Abbott, 
which was published in 1911, we all tried 





Same patient, plaster jacket applied, ready 
to be removed from frame. 


to correct the fixed lateral curves by cor- 
rection jackets, or by putting the patients 
in corrective appliances for a short time 
each day followed by exercise; but in all 
cases these jackets or corrections were ap- 
pied in the extended position of the spine. 
Various different types of apparatus were 
developed, but no one was able really to 
restore to normal a severe case of fixed 


Corrected patient taking daily exercise. Picture 
shows type of celluloid jacket used. Note 
right shoulder held purposely high. 


of his cases and in many cases kept them 
from becoming worse, the results left much 
to be desired. 

















Showing how the forces are applied for correc- 
tion (Abbott). Point A is where the whole 
weight is borne by hammock. Pull at B 
straightens the lateral curve and increases 
the flexion. Pull at C rotates the spine and 
removes all the lateral pull of the upper 
part of bandage B. 
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Patients wearing Abbott jackets. 


Since 1913 we have had the Abbott 
frame at the Touro Infirmary and have 
been using this method in all cases of 
structural scoliosis with the exception of 
a few cases on which we used the Forbes 
technic as described in a paper read be- 
fore the Louisiana State Medical Society. 
This was done to carefully compare the 
two methods. From these cases and the 
work of others, the writer feels that the 
Abbott method possesses many advan- 
tages over any method devised before and 
that it is one of the greatest advances in 
mechanical surgery ever presented. This 
method is based on the fact that scoliosis 
is but a normal position of the spine held 
for an abnormal time; that is, that all 


Note flexion and twists, also large openings cut over concave areas. 


school children, at their desks and else- 
where, often get into a position of physio- 
logical scoliosis, but as they change their 
positions frequently, the position does not 
become pathological. These patients ac- 
quire scoliosis in a position of flexion as 
they lean over their desks. The deformity 
or lateral curvature in its first stages is 
an easily defined position. 


“It is a normal physiological position.” 

“It is a position of flexion plus lateral bending, 
plus rotation of the bodies of the vertebrae to- 
wards the convexity of the lateral curve.” 

“One shoulder is elevated and the other de- 
pressed.” 

“Patients should be placed in a position appo- 
site to that in which the deformity developed and 
held there not only until all restrictions to nor- 




















Case 1 April 14, 1915 (before treatment). 


Case 1 May 31, 1915. 
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Case 1 July 12, 1915. 


mal motion have been removed, but until the 
necessary changes have taken place in the struc- 
tures.” 


This idea is based on Wolf’s law of 
functional adaptation: 


“If any part of the anatomy is changed from 
the normal position to the abnormal and habitual- 
ly used in that position, the structures involved 
undergo a change throughout their texture to 
adapt themselves to the new position. 

“The converse of this is also true; that is, if a 
deformity, in which the parts involved have be- 
come changed in their shape, is brought back to 
a corrected position and used, these parts again 
undergo a change and become normal in their 
contour.” ; . 

In brief, the Abbott jackets are applied 
as follows: 


Three stockinette shirts are used; 
between the first and second shirts 
are placed the thin pads over bony prom- 
inences; between the second and third 


Case 1 Sept. 25, 1915. 











Case 2 March 28, 1915. 
Before treatment. 


| Case 1, 


shirts are placed the removable pads four 
to six inches thick over the concave areas 
and a long one over the spinous processes 
to increase the flexion obtained by the bias 
hammock. The patients are then placed 
on the hammock and the traction stops ap- 
plied. Two correction stops are applied, 
one to correct the dorsal and one the lum- 
bar curves. Then the strap to correct 
the rotation is applied over the bulging 
ribs in front and pulls straight down. 
All these straps are three-tailed and are 
attached to the movable base of the frame 
and tightened by the rachets. The low 
shoulder is held upward and forward and 
the high shoulder downward and _ back- 
ward by other straps. This methud is 
more fully described in an earlier paper. 

I shall not take up your time reading 
case histories, but the pictures show how 
the work is carried on. 





Case 2 May 24, 1915. 
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Case 2 July 12, ’15. Case 2 Sept. 24, 1915. 


CONCLUSIONS. 


1. The Abbott method of treatment 
gives by far better results than any other 
method used, either in the past or the pres- 
ent. 

2. The technic is a complicated one and 
there are very few men who put on the 
jacket as Dr. Abbott teaches even though 
they use his frame. 

3. It takes from three to six corrective 
jackets to effect a cure, each jacket being 
worn about seven weeks, or as long as one 
can further correct the position by the ap- 
plication of the felt pads. 

4. While we strive to over-correct our 
cases it is not always possible to do so, but 
in practically every case we place the chil- 
dren in a nearly normal position. 

5. After the patients are corrected, ex- 
ercises are used daily for many months. 
These must at first be given by a compe- 
tent instructor and later carried on at 
home. If the patients do not carry out 





Case 3 March 6, 1915. Before treatment. | 


Case 3 June 25, ’15.| Case 3 Oct. 13, 1915. 


the exercise treatment they will gradually 
relapse. 

6. In our climate it is often wise to put 
on a thin extension jacket for the summer 
and start the correction from that point 
again in the fall. . 

1126 Maison Blanche Building. 





DISCUSSION. 


Dr. Willis Campbell, Memphis, Tenn.—Dr. 
Hatch’s paper is one of unusual interest to me 
and shows the results of his excellent work at 
the present time. Some years ago, when the 
method was first originated by Dr. Hackett, Dr. 
Hatch, myself and several others went to Port- 
land, Me., to study the technique of Dr. Abbott’s 
work, which can only be obtained by seeing 
others do the work. Reading articles on the sub- 
ject and hearing discussion will not give you the 
idea as to how the work is to be carried out. 
It is mechanical in its ideas, but can be carried 
out with excellent results, as Dr. Hatch has shown 
you. 

The ideas of lateral curvature of the spine 
seem to be very vague among practitioners. 
Many have the idea that the condition is due to 





Case 3 May 3, 1915. 
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tuberculosis. Many say this because the average 
general practitioner pays very little attention to 
lateral curvature or scoliosis. It is a lateral bend 
and not due to a tuberculous focus or destruction 
of the bone from tuberculosis. 

The treatment as described by Dr. Hatch I have 
carried out since that time. Dr. Hatch and I be- 
gan this work together, and it makes it, there- 
fore, very interesting to me. I have followed my 
cases with X-rays before and after treatment and 
through the jackets during the course of treat- 
ment. 

I have pushed one case over to one side as 
correcting a club foot, and one case I have abso- 
lutely straightened. The other cases I have prac- 
tically straightened. 

The objection by some to the Abbott treatment 
is that the correction is more apparent than real. 
That may be true in some instances, but if we 
would give more breathing space in the chest 
and correct the turn, we have accomplished a 
great deal, even if the spine is not made entirely 
straight. It is made practically straight. 

Then the general improvement of the health 
in these cases. It is ‘sometimes remarkable. I 
have seen these girls come in pale, emaciated, 
walk into the office and after the first jacket they 
just seem to bloom right out, gain in weight and 
apparently improve in health. 

In my cases, in my desire to produce correc- 
tion, I produced several sores, which were 
sloughs of fair size, which retarded treatment 
for several months, and in one case we abandoned 
treatment; the patient did not return on account 
of slough. In my later cases, in the past few 
years, I have had no sloughs or sores whatso- 
ever, and the cases have responded to the treat- 
ment. 

It is absolutely necessary to use the Abbott 
frame, which I think is superior to that of 
Forbes, and this is admitted by every one. 

Many of these cases are brought into me say- 
ing, “Can’t you fit on a little brace to straighten 
out the child and let her go home?” To straight- 
en her out! That is the appeal. We have been 
doing that for fifty years in orthopedic surgery, 
and it has been the bane of our existence. Just 
simply plaster cast treatment is absurd. 

Long-continued exercise, to develop the mus- 
cles, musclature of the spine; to develop these 
muscles following the Abbott treatment. These 
exercises should be kept up one year vigorously, 
and one year later, vigorously, by the patient. 

Dr. E. S. Hatch, New Orleans, La. (Closing).— 
I want to say just a few words in closing. One 
thing I did not bring out in my paper, and that I 
would like to speak of at this time, is the feel- 
ing among doctors and laymen (that is, if you 
can believe what patients tell you) that practi- 
cally all cases of scoliosis are told that they have 
a minor trouble and that they will outgrow it. 

This, as we know, is very pernicious advice, as 
it is the early cases in which we get the best 
results with .proper treatment. Cases 18 or 19 
years old are often impossible to relieve. We can 
improve them, and if these same cases had been 
seen earlier they could have been cured. 

The general health of these patients with 
scoliosis improves greatly under the treatment 
given to the deformity. 
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In regard to pressure sores from correction, I 
would say that personally I have seen practically 
none, but while I was with Dr. Abbott this sum- 
mer he showed me some cases in which he had 
what he called “félt infections.” These infec- 
tions hurt his report to the Orthopedic Associa- 
tion, but the cases are now in good condition 
and will be over-corrected eventually. 





ACUTE INFECTIONS OF THE KID- 
NEY.* 


By Jos. HUME, M.D., 
and 
SAMUEL LOGAN, M.D., 


New Orleans, La. 


The question of acute primary infec- 
tions of the kidney has been selected for 
discussion because of its particular inter- 
est and importance to the general practi- 
tioner, who, in the large majority of in- 
stances, is the first person to be called upon 
by this class of patients. The constantly 
increasing number of these cases seen of 
late by the genito-urinary specialist bears 
witness to the more careful study and 
more prompt diagnosis of the patient’s 
condition by the family physician. It has 
also awakened renewed interest in this 
subject, has encouraged its more thor- 
ough investigation, and finally has enabled 
him to elucidate certain facts of diagnosis 
and treatment, which facts, while still in- 
complete, are nevertheless of funda- 
mental value in the recognition and man- 
agement of these conditions. 

But a brief glance through the recent 
literature upon this subject is needed to 
show what numerous and _ diversified 
views of kidney infections are at present 
entertained, each view with its own sup- 
porters, its own classification, and its own 
treatment. The time at our disposal is 
too limited to discuss the pros and cons 
of the various theories, treatments, etc., 
which have been and are still being ad- 
vanced by different authors; so we have 
decided to curtail ourselves to a discussion 
of the question entirely from the clinical 
and practical side as demonstrated to us 
by our own experience. Therefore, our re- 





*Read before the Tri-State Medical Society of 
Louisiana, Arkansas and Texas, December 14, 1915. 
From the Genito-Urinary Division, Tulane Uni- 
versity of Louisiana. 
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marks will be confined strictly to the act- 
ual condition of acute primary kidney in- 
fection, its recognition, prognosis and 
treatment, leaving for some future occa- 
sion the intricate and elaborate theories 
regarding pathology, etiology, etc. 

The acute infections of the kidney, pri- 
mary in nature, that is to say not sec- 
ondary to antecedent causes such as stone, 
ureteral obstruction, etc., can best be clas- 
sified anatomically in three distinct groups 
or types, dependent upon the particular 
portion of the kidney infected. They are 
as follows: 

1. Pyelitic group (infection of pelvis or 
collecting portion of the kidney). 

2. Pyelonephritic group (infection of 
the pelvis, plus infection of surrounding 
functioning portion). 

3. Cortical group (infection of the cor- 
tex or functioning portion alone). 

Our experience has shown that this 
anatomical classification is largely borne 
out by the clinical facts. Each of these 
three groups has a more or less distinct 
symptomatology, urinary picture, course 
and plan of treatment. Moreover, all ac- 
ute kidney infections, no matter how they 
may begin or what the infecting organism 
may be, fall into one of the above groups. 
Therefore, it behooves us to devote our- 
selves to a more detailed study of each 
class. 

1. PYELITIC GROUP (Infection of Pelvis 
or Collecting Portion of the Kidney).— 
This is by long odds the largest group, in- 
cluding probably from 60 to 80% of all 
acute kidney infections. By this type is 
meant all infections localized in the pelvis 
of the kidney and its ramifications. The 
condition is usually unilateral, but is also 
seen as a bilateral infection, either at the 
same instant or one side following closely 
after an infection of the opposite kidney. 
This is believed by us to be an ascending 
infection, via either the lymphatics or di- 
rectly along the mucosa from some focus 
in the lower urinary tract. It gives a 
fairly constant clinical picture, which may 
be summardized as follows: 

(a) ONSET.—This is fairly sudden in 
character, with probably e chill, elevation 
of temperature (102-104°), and pain in 
the affected side. It may begin more 
gradually with a slow temperature rise, 
malaise, and a dull ache over the kidney 


involved, the chill occurring later. Al- 
most invariably, close questioring will re- 
veal a history of past urinary trouble, 
more or less recent in occurrence, and only 
remembered by the patient after atten- 
tion has been called to it bv the examiner. 
No matter what the type of onset, the first 
few days present about the same picture 
of a temperature, oscillating in character, 
perhaps repeated irregular chills, with 


more or less tenderness or ache in one or - 


both lumbar areas. 

When seen by the physician, the patient 
usually does not look sick despite chills 
and fever; the appetite is generally good, 
the spirits fair, and in the intervals be- 
tween the rises of temperature the patient 
is fairly comfortable. In addition to the 
irregular fever chart the examiner finds 
some tenderness on deep palpation over 
the affected kidney. The blood count in- 
variably shows a marked increase of white 
blood cells, generally from 25,000 to 40,- 
000. The condition is otherwise negative, 
and unless a careful urinalysis be made, it 
may be entirely overlooked for a number 
of days, or until by exclusion of every 
other possible focus, the kidneys are 
finally suspected. Hence the importance 
in all acute febrile infections of an early 
and careful urinary examination to ex- 
clude a renal origin. 

(b) URINARY PICTURE.—The urinalysis 
shows an almost unvarying picture of 
pus, one or two red blood cells, and swarms 
of the infecting organism, generally in 
pure culture. Occasionally casts are pres- 
ent, as is albumin, but the latter rarely in 
quantity more than can be accounted for 
by the pus in the urine. Functional tests 
of the kidneys (phthalein, indigo-carmine, 
urea, etc.) show the activity practically 
unimpaired, provided, of course, there has 
been no antecedent renal disease. 

In connection with the urinary picture, 
it is perhaps advisable to emphasize the 
importance of repeated urinary examina- 
tions rather than single ones; and also 
the necessity for precaution in the collec- 
tion of specimens of urine. In the male, 
the last portion passed, and in the female 
only catheterized specimens, are two fund- 
amental points in urinary examinations 
the observance of which will save many 
an erroneous conclusion. 

(c) CAUSATIVE ORGANISMS.—In the or- 
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der of frequency these are as follows: (1) 
the colon bacillus; (II) the staphylococ- 
cus; and (III) the gonococcus. Other or- 
ganisms such as the influenza bacillus, the 
pneumococcus, the proteus vulgaris, etc., 
are occasionally met with. Of these, the 
colon bacillus is by far the most common 
and likewise is the most productive of 
acute constitutional disturbances. On the 
other hand, the gonococcus is the rarest 
of infections and causes no acute consti- 
tutional disturbance whatever. 


(d) COURSE OF ATTACK AND PROGNO- 
sis.—If untreated or undiagnosed at the 
start, pyelitis tends to persist at first as 
an acute attack with possibly repeated ir- 
regular bursts of elevated temperature 
and chills. As a rule, however, sooner or 
later it becomes more chronic in type with 
more or less subsidence of the acute con- 
stitutional symptoms. Indeed, when seen 
later in its course, there are few if any 
diagnostic points save the urinary find- 
ings and perhaps a slight kidney tender- 
ness. There is, however, a marked dispo- 
sition to occasional flare-ups at irregular 
intervals until a cure has been accom- 
plished. Unquestionably also a certain 
percentage of pyelitic infections are self- 
limited, though it is impossible to predict 
in advance which cases will get well spon- 
taneously, and which will need active and 
long-continued attention. 


(e) TREATMENT.—This is as a rule 
most gratifying when correctly applied. 
Fully 85 to 95% of acute pyelitis yields 
rapidly to a combination of constitutional 
and local treatment along the following 
lines: 

(i) CONSTITUTIONAL. — Rest in bed, 
free flushing of the kidneys, urinary anti- 
septics (Urotropin mainly) alternating 
with alkalies. If indicated, anti-pyretics 
may be used to control the high tempera- 
ture. Good nutritious diet and careful at- 
tention to the bowels are useful adjuvants. 

(ii) LocaL. —Irrigations of the kid- 
ney pelvis by means of a ureteral catheter 
are almost as specific in pyelitis as qui- 
nine is in malaria or emetin in amebic dys- 
entery. Improvement is usually marked 
after the first irrigation, the temperature 
dropping, the chills ceasing, and a general 
change for the better following promptly. 
These irrigations are repeated at varying 


intervals of from two to four days, de- 
pending upon the course of the disease 
and the urinary findings. They are in- 
variably to be kept up until repeated mi- 
croscopic examinations of the kidney 
urine show it to be free from infection. 
The length of time necessary to cure a 
case of pyelitis will vary decidedly, but 
usually depends upon two factors: (1) the 
infecting organism, and (2) the time 
which has elapsed before beginning treat- 
ment. As to the first, it may be stated 
absolutely that gonococcal infections yield 
almost instantly, colonic are more resist- 
ant, and staphylococcal the most resist- 
ant. As a rule, the sooner treatment is 
begun the more rapid the recovery, al- 
ways bearing in mind the fact that a con- 
siderable percentage of pyelitis (and these 
always of the colonic type) have a self- 
limiting and self-curative tendency. 


Following the cure of the renal infec- 
tion, it is absolutely essential to be sure 
that no infection is left in the lower uri- 
nary tract, because of the strong possi- 
bility of a recurrence or re-infection from 
this course. This is a frequently over- 
looked point by both patient and physi- 
cian, and hence should be all the more 
prominently borne in mind when dealing 
with these cases. 


2. PYELONEPHRITIC GROUP (Infection 
of the Pelvis Plus Infection of the Sur- 
rounding Functional Portion).—The clin- 
ical picture of this group differs very lit- 
tle from the pyelitic type save that the 
condition is apt to be slightly more severe 
and more resistant to treatment. The 
differential diagnosis is likewise very dif- 
ficult exeept that there is more disturb- 
ance of renal function in this group as evi- 
denced by more casts, a greater amount 
of albumin, and a slight decrease in the 
functional capacity as indicated by the 
functional test. However, the group is 
distinctly a separate one as shown by ex- 
amination of kidneys removed at opera- 
tion or autopsy, which kidneys show pel- 
vie changes plus minute abscesses or col- 
lections of organisms in the surrounding 
kidney substance. The symptomatology, 
course, and prognosis are practically the 
same as already described under the pye- 
litic group. The pyelonephritic type is 
usually marked by a more prolonged 
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course, a greater resistance to treatment 
and more frequent relapses, often termi- 
nating in a chronic infection with more 
or less changes in the kidney structure it- 
self. This group is often not recognized 
as such at first, but only correctly placed 
after observing and noting the effect of 
treatment. The deterioration in the 
kidney, as shown by functional tests, is 
likewise not noted at first, but later be- 
comes manifest. 


TREATMENT.—This is practically ident- 
ical with the one outlined for pyelitis. If, 
however, constant febrile or pain phe- 
nomena recur and the kidney function be- 
comes markedly impaired, operative pro- 
cedures are to be considered, provided al- 
ways that the other kidney is found in a 
normal condition. Persistence in local 
treatment has in our experience frequently 
saved kidneys of this type which were 
apparently only fit for an early nephrec- 
tomy. 

3. CORTICAL INFECTIONS (Infection of 
the Functioning or Cortical Portion) .— 
This class. comprises all acute infections 
of the cortical or functioning portion of 
the kidney; it is characterized by the for- 
mation of minute abscesses in the kidney 
substance, which abscesses do not connect 
with the renal pelvis at first, and conse- 
quently have no outlet. These are true 
hematogenous infections, though it is pos- 
sible they may also be ascending lymphatic 
ones. The condition is usually unilateral, 
is also exceedingly grave in character 
and requires prompt diagnosis and equally 
prompt surgical relief. The clinical pic- 
ture resembles somewhat that of the pye- 
litic infections, yet differs enough to make 
the differential diagnosis possible in the 
great majority of cases. It is about as 
follows: 

(a) ONSET.—As a rule these infections 
are insidious at the start, beginning usu- 
ally with elevated temperature, malaise, 
and very little else to point to the true 
site of infection. Later, chills with high 
persistent temperature, pain over the af- 
fected side-and an enlarged and tender 
kidney call attention to the true source 
of the trouble; or, as in the pyelitic group, 
the onset may be sudden, pain in the side, 
chill and high fever. Leucocytosis is mod- 
erate (15,000 to 20,000). The patient 


looks sick, and seems to be getting more 
and more septic as the disease progresses. 

(b) URINARY PICTURE.—This is highly 
important. At the start the urine is gen- 
erally negative or may contain the rarest 
of organisms, so rare in fact as to be com- 
pletely missed save on a close study. 
Later, organisms in fair number occur 
with rare or slight pus, and numbers of 
epithelial cells, degenerated or normal. 
Blood cells, albumin and casts are usually 
present, but are negligible as diagnostic 
aids. Still later the organisms increase 
and pus appears. The functional tests 
show but slight if any impairment of the 
renal activity. 


(c) CAUSATIVE ORGANISMS.—In the or- 
der of frequency they are: (1) the colon 
bacillus and (2) the staphylococcus. Other 
organisms may occur, but these two are 
those most generally encountered. 


(d) COURSE OF ATTACK AND PROGNO- 
sis.—If the condition is undiagnosed or 
the proper treatment delayed, the case in- 
variably gets worse with great rapidity, 
four to ten days often covering the entire 
course. In other words, the urinary 
changes may all be slight in the first forty- 
eight hours; then the infecting organism 
may begin to come through; and finally 
pus and organisms in great number may 
be present. The important point to re- 
member is that a single urinary examina- 
tion at the start may show a normal urine, 
or only albumin and blood cells. And this 
may distract the attention of the physi- 
cian completely from the possibility of 
kidney disease. Constant chills, high tem- 
perature, fairly steady pain over the af- 
fected kidney, enlarged tender kidney, and 
a general picture of progressive sepsis is 
the rule. The prognosis is very grave al- 
ways, the patient gradually sinking and 
becoming more and more septic unless a 
prompt diagnosis is made and the appro- 
priate treatment instituted. 

(e) TREATMENT.—As soon as the diag- 
nosis is established and the condition of 
the other kidney is determined, prompt 
surgical measures should be resorted to. 
The kidney should be exposed, carefully 
examined, and if badly diseased, be re- 
moved. If but one or two spots of infec- 
tion can be made out, and if the patient 
is in a fair condition, puncture of these 























AUTHORS’ ABSTRACTS 


abscesses, cauterization of their contents 
and drainage may be employed. How- 
ever, unfortunately microscopic foci of in- 
fection generally permeate the kidney 
substance so that nephrotomy often fails 
to relieve, and removal of the kidney is 
actually necessary. If the patient is al- 
ready in a bad septic condition, and if the 
other kidney is known to be healthy, a 
quick nephrectomy is perhaps the wisest 
procedure. 


Following any operative remedy it is 
even more imperative than in the pyelitic 
type of case that the patient be scrupu- 
lously examined with a view to eliminat- 
ing any and all probable foci of future in- 
fection, so as to prevent as far as possible 
a similar occurrence in the remaining kid- 
ney. In two recent cases we have seen 
this unfortunate complication with its at- 
tendant fatality. It is, however, only fair 
to state that in both these cases an inop- 
erable pelvic cancer was the infecting fo- 
cus and therefore the termination was un- 
avoidable. 
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Pituitrin. By R. A. Duncan, Graham, Tex., Texas 
State Journal of Medicine, May, 1916, p. 11. 


The physiological action of the drug is largely 
speculative. Yet it seems to effect the nerve sup- 
ply to the involuntary muscle fibres of the body 
in such a manner as to render them hypersensi- 
tive, and on account of this hypersensitiveness 
makes them respond more readily to stimuli. It 
increases the irritability of the hypogastric nerves 
to the uterus. Pituitrin will not produce labor 
and will not act upon a pregnant uterus unless 
contractions are present. It merely increases 
the irritability of the organ and makes it respond 
more readily to stimuli. It acts best when given 
during the second stage of labor and the nearer 
the completion of the second stage the better it 
will act. The ordinary dose of 1 cc. is too large; 
it acts better when given in doses of 5 to 7 minims. 
It is a dangerous drug and should be used with 
caution. It shortens the third stage of labor, and 
no bad effects have ever been noticed in the child. 
The contraindications to its use are many. It is 
a drug of convenience and choice and not of ne- 
cessity. It should never be used where there is 
any disproportion between the pelvis and pre- 
senting parts. 





Dystocia Due to Ascites in Foetus with Persistent 
Cloaca. By Kenneth M. Lynch, Charleston, 
S. C., Surgery, Gynecology and Obstetrics, May, 
1916, p. 618. 


This is a case of monochorial twins, one, a well 
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developed female, being born at term. The sister 
was afterward delivered with difficulty on ac- 
count of ascites, 1,000 cc., and a general edema 
necessitating mutilation. 

This specimen exhibits a persistent cloaca, un- 
derdeveloped genitals, a general congestion, 
edema and fibrosis, and a widely distended abdo- 
men from the presence of ascites. 

It is the belief of the writer that the under- 
development as well as the general congestion, 
edema and fibrosis with ascites may be the re- 
sult of interference with the circulation of this 
fcetus by reason of stronger power in its sister, 
the effects becoming evident in time to interfere 
with the development of certain parts and in- 
creasing as the other foetus grew, with a relative 
stagnation of the circulation of the weaker by 
reason of superior power of the stronger, thus 
producing the congestion and edema. 

The case is reported because of the possible 
connection of the maldevelopment and the circu- 
latory condition and also because of the nature 
of the interference with birth. 





Reflex Vesical Irritation. By J. N. Upshur, Rich- 
mond, Va., New York Medical Journal, May 6, 
1916, p. 883. 

Vesical trouble develops distressing nervous 
condition, reacting on the bladder and forming a 
vicious circle. Emphasis is placed upon the ne- 
cessity of ascertaining the cause, so that the treat- 
ment may be rational, and not empirical. Some 
of the most distressing and intractable cases are 
found at the climacteric. The anatomical con- 
formation of the bladder differs in childhood and 
old age from that of middle life, and is often a 
factor in vesical disturbance. The nervous sup- 
ply of the bladder is derived from the lumbar 
portion of the cord and the lumbar plexus of the 
sympathetic. The vascular supply from three 
vesical, and vesical branches of the uterine ar- 
tery. 

Causes.—Caruncle, located in the short, highly 
sensitive urethra, or any other lesion of this ca- 
nal. Thread worms, especially in children, re- 
lieved by injection of a strong solution of quassia 
infusion. Deranged digestion causing a too con- 
centrated, too acid, or too alkaline urine. Anal 
fissure, or hemorrhoids. Pressure on the bijadder, 
as in the latter part of pregnancy in relaxed ab- 
domen, or dragging on the base of the bladder by 
sub-involuted or misplaced uterus, or lesion of 
the cervix, sometimes of the cavity. Disregard 
of the calls of nature, impairing the vesical tone. 
Emotional cases, as in run down women, or 
school girls from nervous strain. Neurasthenia 
from sexual excesses. Condemns injection of 
harsh or irritant agents into the bladder or 
urethral dilatation as being seriously harmful. 





Longitudinal Inversion of the Colon. By Rabert 
T. Morris, New York, N. Y., New York Medical 
Journal, May 13, 1916, p. 927. 

Lane opened an entirely new vista to our knowl- 
edge of the subject of focal infections, but he 
placed perhaps too much emphasis upon the part 
played by the colon. 

At the present time various infections of the 

(Abstracts continued on page 650) 
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RAILWAY SURGERY 


FIRST AID PACKAGE.* 


By R. W. KNox, M.D., 
Houston, Tex. 


One of the great problems confronting 
the operation of railroads is the preven- 
tion of accidents, personal injury and loss 
of life. If there were no consideration 
other than a financial loss, it would still 
demand the most earnest attention. With 
a view toward making their operations 
safer, the railroads, even with the present 
spirit of economy, are spending large sums 
of money in the installation of safety de- 
vices and in the education of their em- 
ployees and the public in these matters. 
Some success is noted, but as yet nothing 
utopian can be foreseen. 

The difficulty lies in the weak links of 
the chain of operation rather thar. in a 
fault of management. Accidents may be 
caused by the so-called “acts of God,” more 
often by the acts of men, by defective 
equipment, and in other and diverse ways. 
A financial weakness, compelling neglect 
of equipment and property in general, is 
a very potent cause. 

After all has been said, the roads are 
no stronger than the support given them 
by the people among whom they operate. 
When I hear a railroad blamed for its acts 
of omission or commission I feel like quot- 
ing the words of the proprietor of an Ari- 
zona dance hall when he said: “Boys, 
don’t shoot the piano player, for he is do- 
ing the best he can.” Iam not paid extra 
for defending the roads, although I do 
feel occasionally like mentioning some of 
the good things they have done. Certainly 
they have been pioneers in many things 
pertaining to the public weal; they have 
been civilizers and educators of the people. 
If you are not sure of this, take occasion 
to visit a large section of country or a 
town that has never been entered by them 
and make ‘comparison with others more 
fortunately situated. 

In the matter of caring for the sick and 





*Read before Southern States Association of 
Railway Surgeons, Auxiliary to Southern Medical 
Association, Dallas, Tex., Nov. 8, 1915. 


injured, the railroads have always taken 
the first rank. While I may be allowed 
to mention the good things they have done, 
I am not blind to their shortcomings, one 
of which has been their apparent indif- 
ference to the importance of First Aid to 
the injured. In this they have not as yet 
shown the same spirit of enterprise and 
modern activity found in other quarters. 
Even here the criticism should not be too 
severe and the blame might be placed upon 
the surgical staff, which is supposed not 
only to do the thinking but the acting along 
these lines. 

It is true there have been spasmodic 
efforts on the part of the railroads to es- 
tablish First Aid and some of the relics 
of an ancient method can now be found in 
operation. I have especial reference to a 
First Aid box that was in vogue several 
decades ago and may still be found in some 
quarters. The type was one that carried, 
besides some First Aid material, both 
medical and surgical supplies all in one 
box. It was evidently originally supposed 
to do almost any kind of work that might 
come up, barring possibly a capital opera- 
tion. It was always well stocked with 
medicines, especially liniments and ano- 
dynes. In fact the contents were of such 
a composite character that the box, if not 
wrecked before the train was, would cer- 
tainly meet a similar fate when this did 
occur, due to a general admixture of its 
liquid and solid contents. Other reasons 
might be mentioned why this form of First 
Aid package never became popular; but I 
am sure you will agree with me that this 
one is sufficient. When the renaissance 
came in the matter of First Aid, the rail- 
roads with their past experience were not 
inclined to take it up, but are now in a 
receptive mood. In fact, I feel sure they 
will do so when it is explained that the 
modern First Aid package contains no fa- 
vorite remedies or other drugs; and with 
a few simple directions can be used with 
ease and safety by any layman. 

There is some difference of opinion as to 
what a First Aid package should contain; 
certainly its simplicity should be its most 
distinguishing feature. The one I have 
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been using for several years has: First, 
three First Aid or Red Cross packets; 
second, two small packages absorbent cot- 
ton; third, one-half dozen pledgets of 
gauze, each sealed in oiled paper; fourth, 
two collapsible tubes of 114% carbolated 
vaseline; fifth, six 2-inch roller bandages; 
sixth, one-half dozen safety pins; and sev- 
enth, a “Manual of First Aid to the In- 
jured.” The cost is 80 cents. 

In my opinion the contents of the pack- 
age is not so important as the instruction 
for its proper handling, especially in the 
train service. My method is as follows: 
The First Aid package is called ‘“Conduc- 
tors’ Accident Case.” They are supplied 
by the General Hospital to the divisien 
superintendents’ offices, and the divisicn 
superintendents supply them to the con- 
ductors. The latter sign for and are re- 
sponsible for the proper handling and use 
of the_cases. They are also required to 
keep one always on hand and become ac- 
quainted with its contents. When empty 
or partially so, another case is furnished 
and the old one is returned. The empties 
are sent to the General Hospital by the 
division superintendents. 

New cases recently ordered, besides con- 
taining instructions for use on the inside 
cover, will have a number of unattached 
blank sheets for recording each injury 
treated and the material used. In this way 
the old cases, when returned, give us a 
complete record of the First Aid work 
done, and show what interest is taken in 
the matter. Without some methodical 
plan such as this for handling the matter 
the First Aid work will not be satisfactory 
and the same interest will not be taken. 

It is very gratifying to see the interest 
taken in this work by many of the em- 
ployees. They read the “Manual on First 
Aid” at their leisure moments and get a 
very good knowledge of what to do and 
what not to do in accidental injuries be- 
fore they reach the doctor. 

In case of passenger trains where there 
is a liability of a greater number of in- 
jured, the conductor is supposed to keep 
several cases on hand; with the freight 
conductor, one is sufficient. The advan- 
tage to the patient, as well as to the com- 
pany, in handling slight injuries without a 
delay of the train is very apparent. In 
case of wrecks such an equipment is very 
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necessary. The First Aid package is also 
furnished station agents in sparsely set- 
tled locations and especially at those places 
where there is no local surgeon; also to 
the foremen of large bridge and section 
gangs, as well as to the railroad shops. 
While the matter of First Aid is a new 
departure on many roads, it is sure to 
become popular when its advantages are 
thoroughly understood. 

I feel sure that the plan which I have 
outlined and adopted could be improved 
upon, and I would suggest a uniformity of 
action in this matter on the part of the 
Southern States Association of Railway 
Surgeons. 





This paper is one of a Symposium on First Aid. 
The remainder of the papers, together with the 
discussion of all the papers, will appear in the 
August issue. 





FIRST AID TO THE INJURED.* 


By DUNCAN EVE, M.D., 
Nashville, Tenn. 


In war it seems to be the general plan 
to provide every soldier with a First Aid 
equipment which contains a few articles 
to make a sterile dressing. Soldiers are 
instructed how to apply these dressings 
without touching the wound with their 
hands. If civilized nations see the wis- 
dom of the use of the First Aid package 
on the battlefield, why is it not useful in 
railroad practice, in mines, and even in 
manufacturing plants in case of accidents, 
where rapid transportation to the nearest 
surgeon or even hospital requires more 
or less time during which infection may 
occur? 

On August 23d and 24th last there was 
called by Dr. J. C. Bloodgood, of Balti- 
more, and others, a conference of repre- 
sentatives of the surgical department of 
the Army, Navy and Public Health Serv- 
ice, together with surgeons of railways, 
mines and manufacturing plants, that met 
in Washington to discuss First Aid to the 
injured, and to standardize if possible the 
First Aid package. This meeting resulted 
in the organization of the American First 





*Read before the Southern States Association 
of Railway Surgeons, Auxiliary to the Southern 
Medical Association, Dallas, Tex., Nov. 8, 1915. 
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Aid Conference, with Surgeon General 
William C. Gorgas as Chairman. The 
proceedings of this meeting will soon be 
published. 


The following resolution was passed by 
the conference and the President of the 
United States will shortly appoint the 
committee referred to therein: 


Whereas, There is a great lack of uniformity in 
First Aid methods, in First Aid packages, and in 
other First Aid equipment, and in First Aid in- 
struction; and, 

Whereas, Many of the aims of First Aid are de- 
feated thereby and needless suffering and expense 
incurred; therefore be it 

Resolved That this Conference recommends to 
the President of the United States that he appoint 
a Board on First Aid Standardization, said Board 
to consist of one officer each from the Medical 
Corps of the United States Army, the Medical 
Corps from the United States Navy, the United 
States Public Health Service, the American Na- 
tional Red Cross, the American Medical Associa- 
tion, the American Surgical Association, and the 
Association of Chief Railway Surgeons of Amer- 
ica; this Board to deliberate carefully on First Aid 
methods, packages, equipment and instruction, 
and to recommend a standard for each to a subse- 
quent session of this Conference to be called by 
the Permanent Chairman; the creation and main- 
tenance of the said Board to be without expense 
to the United States. 


As railway surgeons, we are greatly in- 
terested in the work of this Conference 
from the fact that in many states the leg- 
islatures have already been considering 
the adoption of a First Aid package to be 
placed on engine cabs, baggage cars, ca- 
booses, in shops, ete., and unless there is a 
standard to which legislators can refer, 
the result will be in all probability.a dif- 
ferent or special First Aid equipment 
adopted by each state, so that railroads 
will be compelled to carry on their trains 
as many kinds of First Aid packages as 
there are states the roads pass through or 
enter. Thus to have several different First 
Aid packages will not only be confusing, 
but very expensive to organizations or cor- 
porations calculated to do more harm than 
good in the hands of the inexperienced. 


First Aid equipments have already been 
adopted by three states, viz: Wisconsin, 
Illinois and Indiana. The First Aid meas- 
ures of Illinois and Indiana are relatively 
the same, but that of Wisconsin, which 
led in this movement, has a very unusual 
and burdensome package it requires all 


corporations to employ in case of acci- 
dental injury. 

It has been correctly claimed that the 
American First Aid Conference bears the 
same relation to the Army, railroads, 
etc., as the Edison Board of Scientists does 
to the Navy. 

In considering what shall be done—the 
dressing of the wounds, the treatment 
otherwise of the individual, the fixation 
of the part or extremity and transporta- 
tion — we must consider who is there at 
the particular location to do this work; 
and further, what materials are there 
with which to do the work? 

Army surgeons of all countries agree 
that soldiers should be instructed in the 
application of First Aid; and if this be 
true, it can be held equally true that rail- 
road employees are just as intelligent as 
soldiers and can be entrusted to carry out 
the details of First Aid to the injured as 
well as soldiers on the battlefield. 

Many surgeons would place in the First 
Aid package iodine with instructions how 
to use it. The new package of our Army 
contains the Tuttle iodine swab. A few 
surgeons advise that some form of tourni- 
quet should be in every package, the Es- 
march elastic constrictor being the one 
most frequently recommended for arrest- 
ing hemorrhage from wounds of the ex- 
tremities. No doubt the majority of sur- 
geons favor iodine, but condemn the use 
of the elastic constrictor as hazardous in 
the hands of the inexperienced. 

Railway surgeons want the simplest 
First Aid equipment possible, containing 
the smallest amount of materials—sterile 
gauze, compresses or pads and gauze band- 
ages or triangles with safety pins, one- 
half ounce of some non-toxic antiseptic 
powder (pulvis antiseptious of N. F.) or 
the Tuttle iodine swab and one-half yard 
of picric acid gauze for burns—all com- 
pactly done up in a paraffin container. 

Personally, I am of the opinion that an 
antiseptic is not required, and therefore 
would leave out of the package both the 
iodine swab and antiseptic powder, for 
experience has taught that wounds do just 
as well if it is insisted upon not to handle 
them and in no way attempt to wipe them 
off even with sterile cotton, but simply ap- 
ply the sterile gauze from its wrapping 
without touching the gauze or wound with 
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the hand, and securing it upon the part 
with a few turns of a gauze bandage. Of 
course, railway employees must be taught 
by demonstrations how this can be done. 
We have omitted placing absorbent cotton 


in the First Aid package for the fact that - 


the temptation is too great to take a por- 
tion of it and wipe off the wound, or even 
to dampen the cotton if there is any water 
about and use it as a swab. 

Many injured are inclined to wait until 
all bleeding has been arrested of its own 
accord before applying gauze to the wound, 
and it is necessary to instruct employees 
on this point and have them understand 
the importance of the application of the 
gauze at the earliest possible moment. 

I have found a blunt-pointed pair of 
scissors very convenient in every packet 
in order to cut and clear away all clothing 
over the wound. 

We also want an improved stretcher, 
devised that it will fold up so as not to 
take up much space. It must be strong, 
and if possible made so as to immobilize 
the upper as well as the lower extremi- 
ties of a patient that is being transported. 

We should standardize all equipment 
and instruct employees fully in the use 
of it. 

It has been properly claimed that the 
earlier the First Aid treatment, the more 
perfect the immobilization, and the more 
careful the transportation, the shorter the 
period of disability and the less the loss 
of function. 

In cases of accidents to trains which 
carry First Aid material it is the uniform 
observation that the wounds of those in- 
jured are much less often infected than 
similar wounds of persons on trains not 
equipped with First Aid measures. 

The chief fault one finds with First Aid 
is the lack of knowledge and experience 
concerning it. There has been little or no 
instruction outside the Army and Red 
Cross. First Aid to the injured should be 


. taught in every high school. 


We are glad to learn that in this great 
State Dr. R. W. Knox, Chief Surgeon of 
the Sunset Lines, has inaugurated First 
Aid measures throughout the entire sys- 
tem in Texas, and that his results thus far 
have been most satisfactory. 

The employment of First Aid measures 
to the injured is now soon going to be a 


necessity. The Interstate Commerce Com- 
mission. is going to insist upon equipment 
on every train and in every shop. So get 
ready, gentlemen. 





This paper is one of a Symposium on First Aid. 
The remainder of the papers, together with the 
discussion of all the papers, will appear in the 
August issue. 





TREATMENT OF COMPOUND FRAC- 
TURES.* 


By SOUTHGATE LEIGH, M.D., F.A.C.S. 
Vice-President Southern States Associa- 
tion of Railway Surgeons; President 
Association of Surgeons C. & O. 
Railway, Etc. 

Norfolk, Va. 


Fifteen years ago we read a paper be- 
fore the Virginia State Society advocat- 
ing the treatment of compound fractures 
by the operative method and advising that 
practically every case be so handled. Our 
results were even then so satisfactory that 
it was a matter of great surprise to us 
that the procedure was not well received 
by the surgeons present at that meeting. 
We have been still more surprised that 
notwithstanding the general improvement 
in technique throughout the country since 
that time, we still find that even now a 
large majority of surgeons doing emer- 
gency work adhere to the old non-opera- 
tive method, which seems to us to be both 
unscientific and most disappointing in its 
results. 

With but few exceptions, compound 
fractures are accompanied by more or less 
extensive laceration on the soft parts, even 
though the skin would be comparatively 
small. The resulting debris interferes 
with the proper apposition of the broken 
bones and offers a fertile soil for the de- 
velopment of sepsis. 

At the time of the injury these wounds 
are infected and without thorough opera- 
tive measures there is no way of controll- 
ing the sepsis. The natural result is that 
in a very short time there develop ugly 
discharging sinuses which are most diffi- 
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cult to handle. This necessitates various 
contrivances to keep the bones still, fre- 
quent and painful dressings, permanent 
and increasing damage to the soft parts, 
and great uncertainty as to the position 
and strength of the bones, if indeed they 
unite at all. Secondary scraping of the 
sinuses and bones are often necessary and 
non-union is a common result. What 
more unsatisfactory cases does the sur- 
geon have to deal with than a compound 
fracture treated by the open method? So 
bad are the results and trying the condi- 
tions that many railroad surgeons advo- 
cate amputation in preference. 

Now a word in regard to amputation. 
In these modern times, and before this in- 
telligent audience, it is hardly necessary 
for me to say that amputation must not 
be resorted to in traumatic surgery as 
long as the circulation of the part is suf- 
ficient to keep it alive. Violent and de- 
structive injury to muscles, nerves, skin 
and bone may all be taken care of by su- 
turing or grafting, either at the time or 
later. At any cost the limb must be saved. 
Secondary traumatic gangrene is fortu- 
nately rare in well handled injuries. When 
it does occur there is still time for ampu- 
tation. 

The “first aid” handling of compound 
fractures is of prime importance. Years 
ago the greatest obstacle in the way of 
good results in these cases came from the 
meddlesome fingering on the scene of the 
accident, sometimes by the doctors, but 
more often by the laymen, thus increas- 
ing greatly the amount of sepsis. Fortu- 
nately, a much better understanding now 
exists in connection with “first aid” work, 
and disastrous probing and application of 
home-made styptics have been largely 
given up. In treating emergency cases 
“in the field” many a doctor deceives him- 
self by thinking that he can’t be “clean.” 
But if he has the principles of asepsis and 
antisepsis “born into him,” so to speak, 
he will naturally take the proper precau- 
tions, regardless of his surroundings. Un- 
fortunately, the . principles of surgical 


cleanliness are too superficially implanted 
with a good many of our profession. These 
principles should be, and must be, so thor- 
oughly a part of the surgeon that it will 
be natural for him to be “clean,” and any 
breach in the simple rules of cleanliness 
would come as an immediate and violent 
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shock to him. And the doctors who are 
not surgeons, but are obliged to look after 
surgical cases at times, should be more 
deeply impressed with the absolute and 
vital necessity of handling wounds in a 
“clean” way. 

Just as Crile has impressed upon us in 
his wonderful manner, both by his writ- 
ings and by his example that “wounds 
have feeling’ and must be handled with 
all of the gentleness that man is capable 
of, so should we be tremendously im- 
pressed with the truth that when we ruth- 
lessly carry poisonous and destructive or- 
ganisms into the tissues we are guilty of a 
fearfully unsurgical act and are commit- 
ting a crime against nature. 


But for hemorrhage, “first aid” work in 
compound fractures would be easy, and 
fortunately serious hemorrhage is rare. 
Employees should all of them be taught to 
cover the wound with something clean, 
preferably sterile gauze, to immobilize the 
part, and to use a constrictor where nec- 
essary. 

In these cases the problem confronting 
the first aid surgeon is simple. He paints 
the skin with iodine, preceded by benzine, 
up to the edge of the wound, washes out 
the wound with bichlorid and applies 
sterile gauze or gauze made clean by an 
antiseptic solution, immobilizing the part 
with splints where needed, and cautiously 
puts on a compressing dressing. 


In case of hemorrhage a constrictor is 
applied and kept on long enough for him 
to sterilize instruments, towels and gloves. 
“hen the wound should be treated as care- 
fully as in the operating room, as far as 
“cleanliness” is concerned. And this can 
and must be done. Catching of a spurting 
vessel or packing of an oozing surface 
may then be done without introducing any 
additional infection. At the same time 
bichlorid solution may be used freely to 
destroy the sepsis already in the wound. 
After such careful and absolutely essen- 
tial preliminary treatment, the question 
now arises what next to do with the 
wound. The answer is easy. Send the pa- 
tient at once to a good surgical hospital 
for prompt operation. This can nearly 
always be done. In those few cases where 
it is impossible, arrangements should be 
made to operate at home, if the doctor is 
competent to perform the operation and 
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is willing to go to the necessary trouble 
to make everything absolutely clean. 

We advise in all compound fractures 
that a prophylactic dose of tetanus anti- 
toxin be given within a reasonable time. 

The procedure advocated and followed 
most satisfactorily by us may be best de- 
scribed by mentioning in brief detail the 
treatment of an ordinary case of com- 
pound fracture of the leg. <A soft rubber 
constrictor is applied to the thigh, the skin 
is dry shaved, treated with benzine and 
painted to the edge of the wound with 
tincture of iodine (iodine in the wound 
will interfere with prompt union). The 
wound is enlarged freely, the incision be- 
ing preceded by injecting novocaine solu- 
tion. The whoie wound is washed out and 
cleansed thoroughly, but with great gen- 
tleness, with bichlorid 1-500, followed by 
normal salt solution. Novocaine is inject- 
ed into the tissues and especially around 
the large nerves. The ends of the tibia 
are smoothed off in such a way as to make 
them fit best together. The fibula is usu- 
ally ignored. Torn nerves and muscles are 
sutured. It is best to use no fastenings 
for the bones, or to use absorbable mate- 
rial, such as kangaroo tendon. If neces- 
sary, however, we employ wire, plates or 
nails. In some cases we bury the nails, 
though at times leave the heads projecting 
through the skin, so that they may be 
easily removed about a month after the 
operation. The fastening materials vary 
according to the case, there being no rule 
to follow. In some of our cases we have 
had to remove plates and wire later, but 
not until a good union of the bones had 
resulted. And then the removal was eas- 
ily done and caused no after trouble. 


Drainage is best accomplished by su- 
turing the skin loosely with catgut, thus 
leaving spaces between the stitches. In 
some deep wounds we employ rubber dam, 
brought out preferably through counter 
openings. This material causes no irrita- 
tion and may be left in from two to four 
weeks. 

The dressing of the wound is all-impor- 
tant. First a few layers of gauze with 
short coaptation splints, then a layer of 
thick compressing dressing and long ve- 
neer splints. The bandage should be ap- 
plied as snugly as the circulation will al- 
low and should extend from toes to upper 
thigh. Finally the whole is covered with 
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a starch bandage. This material we pre- 
fer greatly to plaster. It will permit 
tightening or loosening, is more comfort- 
able and is sufficiently immobile. 

It is well to remove the constrictor be- 
fore closing the wound in order to catch 
any spurting vessels, and then to reapply 
it until the bandage is completed. 

For two hours the limb should be ele- 
vated high and then slightly for several 
days. 

There is but little difference in hand- 
ling compound fractures of other parts. 

In the thigh and hip rubber dam drain- 
age is nearly always used, and the band- 
age has to include the waist. 

In the upper extremity the elbow must 
be kept in correct position, and here the 
chest offers a good splint. 

We always check up our work by the 
necessary X-ray examinations, taken at 
appropriate times. 

If our cases are properly treated by the 
“first aid” men, or come to us promptly, 
the results are well nigh perfect. The 
dressing is left on for a month. When 
removed the wound is all healed and the 
bone union is either firm or partial. A 
plaster cast is then put on for two weeks 
more (except on the upper extremity 
where plaster is not necessary). We rare- 
ly have weak union afterward. 

In those cases that come to us late, or 
have been badly handled at the scene of ac- 
cident, we still do the radical operation 
unless the wound shows the effects of se- 
vere infection. By the free use of antisep- 
sis and free simple drainage we are still 
able, in the majority of such cases, to get 
good union. Even when the wound has 
to be opened no harm is done, as it can 
still be treated by the open method. 

I have purposely refrained from discuss- 
ing the question of shock and the general 
condition of the patient. These are mat- 
ters that would open up too wide a field 
for consideration. They are, of course, 
of prime importance, and must be cared 
for before everything else in accident 
work. 

I think the profession now fully under- 
stands that some delay in operating on 
accident cases is not only not harmful, 
but often life-saving. Hemorrhage of 
course must be stopped promptly. A few 
hours’ delay, or even as much as 24, will 
not materially hurt a compound fracture, 
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provided the case be properly handled in 
the beginning, and antisepsis be freely 
used. 

In our own work nitrous oxid-oxygen 
and nerve blocking, together with gentle- 
ness of manipulation, are aiding us so 
much in combatting shock that we prac- 
tically feel that by the use of the first we 
eliminate the additional shock that an an- 
esthetic usualiy causes and by the last 
two prevent a large part of the shock of 
operation. 

In regard to our own results, I will not 
prolong the discussion by the history of 
cases, but will only say that we are just as 
much pleased with the method as when 
our first report was made. Increased ex- 
perience has not caused us to change our 
opinion in the least. We have had a large 
number of cases and have treated them 
all by the operative method. In but a few 
has union been delayed. We have had to 
open none that were operated on promptly 
and only a few of the late cases. 

The question of the kind of fastening 
material is still an open one. A strong 
absorbable substance would be ideal. Bone 
\ransplanting is as yet too much in its in- 
fancy to advise for these cases. However, 
even with our present materials and meth- 
ods, we are getting sufficiently good re- 
sults. Antisepsis, as well as asepsis, plays 
the all-important role and will continue to 
do so. 


This paper is one of a Symposium on First Aid. 
The remainder of the papers, together with the 
discussion of all the papers, will appear in the 
August issue. 





PRIMARY TREATMENT OF ACCI- 
DENTAL WOUNDS.* 


By JOSEPH C. BLoopGoop, M.D., 
Baltimore, Md. 


The great number of infected wounds 
in the present European War and the dif- 
ficulties encountered in combatting infec- 
tion have concentrated the attention of 
both medical and lay minds upon wound 
treatment. A recent rather complete 
reading of the literature on war surgery 
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and the reading of a large number of per- 
sonal communications from surgeons in 
this country on the primary treatment of 
accidental wounds, have given me an un- 
usual opportunity to investigate the pre- 
vailing opinion and to learn the prevailing 
experience. 

Before the days of great industries, it 
was wounds in battle which gave the sur- 
geons their chief opportunity for testing 
their art in the treatment of wounds. 

As I gather from the writings of those 
interested in recording the history of mili- 
tary surgery, the treatment of wounds in 
war has always shown an extreme differ- 
ence in opinion. 


NON-INTERFERENCE. 


As far as I am able to ascertain, Am- 
brose Paré, a great French military sur- 
geon, was first to formulate the rule of 
non-interference in gunshot and other 
wounds received in war. This policy was 
forced upon him by an observation upon a 
large number of wounded after a great 
battle. The number of wounded far ex- 
ceeded that which could receive surgical 
attention. A few days later, to the sur- 
prise of Paré and his colleagues, the un- 
treated wounds were in a far healthier 
condition than those treated by the sur- 
geons. 

The experience and advice of this great 
teacher were soon forgotten, and interfer- 
ence of some kind continued to be the 
practice in both gunshot and accidental 
wounds. 

Our best recent evidence of this is re- 
corded in the surgical history of the War 
Between the States in this country begin- 
ning in 1861. Even after the simplest bul- 
let wounds, and often after clean flesh 
wounds, the various types of infection 
usually set in. All wounds suppurated, 
and pus was considered laudaple. The 
two infections that made the greatest im- 
pression upon these surgeons were ery- 
sipelas and hospital gangrene. But gas 
phlegmons are recorded, and in chronic 
cases pyemia with its multiple abscesses 
was a very common occurrence, a septic 
disease we rarely see today. 

In the writings of these Civil War sur- 
geons, we constantly read of the startling 
tragedies of secondary hemorrhage. 

These observers constantly call atten- 











BLOODGOOD: PRIMARY TREATMENT OF ACCIDENTAL WOUNDS 


tion to the greater frequency of infection 
among the wounded admitted to the older 
and crowded hospitals and the better con- 
dition of the wounds when the injured 
were forced to lie in the open or were 
treated in provisional tent hospitals. A 
number of surgeons in the Civil War 
recognized the possible source of infection 
and frequently ordered hospitals with all 
_ the old bedding and clothes burned in or- 

der to stamp out an epidemic of gangrene. 

I have been told of a soldier who re- 
ceived a perforating bullet wound of a 
shoulder in the second battle of Bull Run. 
He received no treatment, was taken pri8- 
oner, was released, walked to Washing- 
ton, and was admitted to a general hos- 
pital in good condition at the end of the 
fifth day. Upon his admission to the hos- 
pital the wound was probed and examined 
in the usual way by the surgeon’s hand. 
The same probe and same hand which 
were coming into contact with the in- 
fected. wounds in this hospital. Erysipe- 
las set in, and the patient died in a few 
days in spite of an amputation at the 
shoulder joint. 

The possibilities of infection of wounds 
in the trenches in France today appear 
very similar to those of wounds admitted 
to established hospitals in Civil War times. 
Gas phlegmons and tetanus, if no anti- 
toxin is given, are the rule in a shell 
wound in a trench today. But the same 

_shell wound on a battleship as a rule heals 
without any marked symptoms of infec- 
tion. This can hardly be explained by 
any difference in treatment. 


LISTER.—CARBOLIC ACID. 


When Lister began his investigations 
there was anesthesia. This one great boon 
to surgery had been established, but there 
had been no change in the results in gun- 
shot and accidental wounds. At that time 
there was great difference of opinion as 
to treatment, but there seemed to be very 
little difference in the results. Infection 
was inevitable. In compound fractures 
immediate amputation seemed the only 
means of saving life, even at the expense 
of the limb. Amputation after the signs 
of infection in compound fractures was 
less likely to succeed. We must remember 
that these observations are based upon 
hospital cases and hospital records. Hos- 
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pitals in those days were more or less pest 
houses, and the erysipelas ward occupied 
the larger wing. 

Lister in his first communication re- 
ported a number of cases of compound 
fracture treated in a hospital in Glasgow, 
where the experience in this accidental 
wound had been as recorded above. What 
did Lister really do? He did not touch 
the wound with anything but a piece of 
cloth saturated with pure carbolic acid 
and covered the wound with a second piece 
of cloth saturated with the same pure car- 
bolic acid. 

At that time it was the opinion of Lis- 
ter and many other surgeons that wound 
infection came from the air, and Lister 
hoped that carbolic acid would kill the 
germs which had already been brought 
into the wound by the air, and the satu- 
rated cloth would prevent further con- 
tamination. As we contemplate this treat- 
ment we can, with justice to Lister, and 
to the facts, conclude that the carbolic 
acid had very little to do with his results, 
but non-interference the most. 

Perhaps the carbolic acid protected the 
wound of the compound fracture from 
Lister’s contaminated fingers and from 
the dirty instruments which handled the 
saturated cloth. But when one reads Lis- 
ter’s detailed description, one can find no 
evidence that the wound was probed or 
touched with any instrument or finger. 

Lister’s results were marvelous and, to 
many, almost miraculous. In this septic 
hospital these compound fractures with- 
out exception healed, and their clinical 
course was not much different from that 
of simple fracture. 

The more my experience with wounds 
of all kinds increases and the more I con- 
template the recorded evidence from Lis- 
ter up to date, the more convinced I be- 
come of the conclusion that Lister’s re- 
sults in his first series of compound frac- 
ture were largely due to non-interference, 
to the avoidance, unconsciously undoubt- 
edly, of contaminating the wound with 
his fingers or instruments. The antisep- 
tic pure carbolic acid played but a minor 
part. 

The carbolic acid employed by Lister in 
his treatment of compound fracture did 
not disinfect the fresh wound, but did dis- 
infect the things that came in contact with 
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it,—the fingers of the surgeon, the instru- 
ments and the gauze. And it is important 
to note that according to Lister’s treat- 
ment the first thing that was done was the 
application of pure carbolic acid to the 
open wound. 

As far as I can make out, the treatment 
of compound fractures by the colleagues 
of Lister was not non-interference, but 
some form of examination,—the wound 
Was examined with the probe or finger, 
and loose fragments of bone were often 
extracted. At the first and subsequent 
dressings this fresh wound was sponged 
with the same sponges that were employed 
in the adjoining bed in wiping out an in- 
fected wound. There seems no question 
as to the authenticity of this statement, 
that the same sponges were employed by 
surgeons not only for different infected 
wounds, but for fresh wounds. 

Surgeons who had experience in our 
Civil War tell me that this was the com- 
mon practice among military surgeons at 
that time. 

We know that up until very recently,— 
less than a quarter of a century,—hos- 
pitals, even the best, were filled with in- 
fected wounds, and that the erysipelas 
ward, conspicuous by its absence now, was 
perhaps the largest of the surgical wards. 

It is difficult to imagine how in hos- 
pitals of this kind a fresh wound could 
escape infection, if not at the first exam- 
ination at least at a subsequent one. 

It is most fortunate that Lister, when 
he first employed carbolic acid, combined 
this treatment with an interference with 
the fresh wound which was reduced to a 
minimum, and that nothing was allowed 
to come into contact with the wound but 
that which had been previously saturated 
with pure carbolic acid. If Lister had ex- 
amined the wound in a compound fracture, 
as was the usual custom then, before he 
employed the carbolic acid, the birth of 
antiseptic surgery would have been a mis- 
carriage. Again, if Lister had with great 
curiosity frequently dressed these wounds 
and sponged them with the common sponge 
of the ward, he probably would have had 
no results to publish in spite of the carbolic 
acid. But he was content to leave the 


wound covered with a cloth wet in carbolic 
acid, changing it only when he thought 
that it was necessary for resaturation. 
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But in these moments, while the car- 
bolic gauze was being changed, Lister em- 
braced the opportunity to observe and re- 
cord the healing of a wound under a blood 
clot. 
Whether I am right or wrong, I get the 
impression that the majority of surgeons 
today haye not realized the fact stated 
here, that Lister’s first triumph was not 
in disinfecting an accidental wound, but 
really in protecting a fresh wound from 
secondary contamination. I should be 
very glad to hear from any reader, who, 
after giving the facts the same consid- 
eration, comes to a different conclusion. 


CARBOLIC ACID—OPERATIVE SURGERY. 


However, when we come to consider 
Lister’s first operative work, we must con- 
clude that the results were due to the pro- 
tection of the antiseptic, carbolic acid. 
In those days most operative wounds sup- 
purated. Lister’s colleagues were almost 
of the opinion that it was homicidal to 
open a knee joint or to expose a fracture 
of a patella for wiring. In spite of this 
adverse opinion, Lister, encouraged by his 
results in compound fracture, developed 
his scheme of antiseptic surgery. The an- 
tiseptic was carbolic acid, at first in solu- 
tions of about one to twenty. The instru- 
ments were placed in this solution, as 
were the silk and cat gut ligatures. The 
hands of the surgeon and the skin of the 
patient were cleaned with the carbolic. 
The gauze used for sponges, or the fresh 
sea sponges were saturated in this solu- 
tion. The dressings were wet carbolic 
dressings, and, most important of all, 
every: wound was drained. 


It is surely easier to disinfect instru- 
ments and skin and gauze with a solution 
of carbolic acid than to disinfect an open 
fresh wound. Not only has the wound 
its crevices, but we know from the experi- 
ments of Schimmelbusch and others that 
the moment the bacteria come into con- 
tact with the surface of a fresh wound 
they are rapidly carried deeper into the 
tissues and quickly get into the circula- 
tion. 


For his results in the operative treat- 
ment of simple fracture of the patella and 
the olecranon we must give most of the 
credit to the carbolic acid, and some of 
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the credit to drainage and to silver wire 
as a buried suture. 

Lister’s mind was so taken with the 
power of carbolic as an antiseptic and with 
the idea that air was the chief factor in 
the infection, that it is very difficult in 
reading his original communication to find 
out what else he did. 

Perhaps there were other precautions 
in his operative work that he does not 
write about. One can be quite sure that 
his instruments were cleaned after opera- 
tions and before they were immersed in 
carbolic acid. We can be quite sure that 
he did not use the sponges or gauze which 
had been contaminated in the treatment 
of infected wounds throughout his wards. 
We wish he had been more specific in re- 
gard to the sea sponges. 

I mention this here, because there must 
have been something unwritten, or some- 
thing written that has not been under- 
stood in Lister’s first antiseptic scheme, 
because such operative results as he ob- 
tained in his first group of fractures of 
the patella and olecranon were rarely, if 
ever, obtained under carbolic antiseptic 
scheme alone by Lister’s followers. 

But if it were possible in the environ- 
ment of a Glasgow hospital to obtain such 
operative results there must be something 
in antisepsis. And for this reason every 
surgeon should carefully consider. before 
he throws antisepsis away and depends 
upon asepsis alone. Even today.we can 
not free ourselves from an antiseptic. We 
still must recollect that it is an additional 
safeguard in non-interference in acci- 
dental wounds and in operations which 
can be performed under the most perfect 
aseptic technique. 

The surgeon who depends upon asepsis 
alone probably runs as great a risk of 
failure as the surgeon who depends upon 
antisepsis alone. 

We hear from the front today that First 
Aid measures have failed, that antisepsis 
has failed, but we learn that these fail- 
ures are chiefly in wounds from the 
trenches. How can aseptic First Aid be 
rendered in the half-submerged, filthy 
mud ditch? Can you expect any antiseptic 
known today to combat the virulent or- 
ganisms of that richly manured earth? 

First Aid and antisepsis may have 
failed in wounds contaminated in the 
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trenches, but they have by no means failed 
in the ordinary bullet wounds in the usual 
environment. 

We must conclude that every accidental 
wound is infected. Nevertheless a huge 
experience teaches us that the majority 
of such wounds heal if they are simply 
protected with sterile gauze and the pa- 
tient and injured parts are transported 
with care and placed at rest during the 
healing process. Even tetanus in the or- 
dinary accidental wound is a rare compli- 
cation and so are erysipelas and gas phleg- 
mon. We know from bacteriological in- 
vestigations that it is possible for such 
wounds to contain the above bacteria, yet 
no signs of their presence are manifested 
either locally or generally in the healing 
of the wound. It is also true that in 
some accidental wounds receiving the same 
primary treatment, tetanus, erysipelas, 
gas phlegmon and pyogenic infection have 
taken place. We have absolutely no evi- 
dence, however, that if all of these wounds 
had been thoroughly disinfected the small 
number of infections would have been 
prevented. 

The great danger today of the ordinary 
accidental wound is, as always has been, 
secondary infection because of uncleanly 
interference and bad treatment. This 
danger, of course, is less today than it was 
thirty years ago because infected-wound 
diseases are very infrequent in hospitals 
and in the homes. The percentage of defi- 
nite wound infections due to the primary 
infection of the wound is also much less 
today. 

It has not been a local antiseptic which 
has protected us from tetatnus, but the 
antitoxin. In the beginning of trench 
fighting in France, tetanus, I am informed 
by every authority, was of frequent oc- 
currence. Now that the antitoxin is em- 
ployed as a routine it has practically dis- 
appeared. 

As far as I can make out from the writ- 
ten records, wound infections are combat- 
ted chiefly by enlargement of the wound 
and the removal of foreign bodies. The 
sooner this is done the better. 

Nevertheless, in spite of all this evi- 
dence, which apparently is unfavorable to 
antisepsis, I personally can not but con- 
clude that an antiseptic is still a weapon 
in the hands of surgeons to help them in 
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the combat with infected wounds. It may 
be a weak weapon and in some cases it 
may fail hopelessly, but it is my own opin- 
ion that the surgeon would weaken his 
armamentarium if he threw away anti- 
sepsis. I can not agree with Wright in 
regard to the absolute uselessness of anti- 
septics. Lymph lavage may sound very 
well, but I would urge the surgeons not 
to exclude the use of an antiseptic in the 
treatment of every infected wound. To 
use an expression of Napoleon, “It has 
centuries of experience behind it.” 

At the same time, no surgeon should 
have the faith in carbolic acid or any 
other antiseptic that Lister or his follow- 
ers had. 


HISTORY OF ANTISEPTIC SURGERY. 


Bichlorid of mercury followed carbolic 
acid. Then a certain section of German 
surgeons employed iodoform and _ iodo- 
formized gauze. Then came alcohol; and 
now it is iodine. . 

In the beginning the antiseptic was the 
whole protection. As the scheme was de- 
veloped, especially by the German school, 
asepsis crept in, obtaining its impetus 
with the further development of the bac- 
teriology of wounds. So that at the pres- 
ent time the antiseptic is employed only 
where asepsis can not be maintained. 
Now, as a matter of fact, in no operative 
wound and much less in an accidental 
wound is asepsis po&sible. 

We can sterilize by steam everything 
that comes into contact with the field of 
operation, except the hands of the sur- 
geon and the skin of the patient. We 
can protect the hands of the surgeon with 
gloves. Some surgeons go so far as to 
believe that sterile soap and wafer is suf- 
ficient to clean the skin of the patient. 
These surgeons go on the theory that in 
the great majority of cases in the pa- 
tient’s skin there are no virulent organ- 
isms. 

The majority of surgeons today use 
some form of antiseptic for their. own 
hands, chiefly alcohol, and some form of 
antiseptic for cleansing the skin of the 
operative field, mainly alcohol and tinc- 
ture of iodine. Surgeons use every other 
precaution to render the wound less sus- 
ceptible to infection—gentleness in the 


handling of tissues, careful hemostasis and 
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ligation, approximation of tissues without 
strangulation, avoidance of dead spaces, 
drainage when _ indicated, protection 
against secondary infection from skin or- 
ganisms by employing a_ subcutaneous 
stitch, or the early removal of the skin 
stitches. 

That is, in spite of asepsis and in spite 
of antisepsis, we still feel that there is a 
possible source of infection from the skin 
of the patient, and also the surgeon is 
constantly in fear that some link in his 
aseptic chain may break. 


ACCIDENTAL WOUNDS. 


The only control we have over the pri- 
mary infection of such wounds is the edu- 
cation toward personal cleanliness, clean 
clothes, and the gradual reduction in the 
number of infected-wound diseases. Be- 
cause erysipelas has almost disappeared 
from our modern hospitals, we must not 
conclude that the germ of this sepsis has 
also disappeared. It is probably lurking 
somewhere, and if surgeons allow them- 
selves to be a little careless, erysipelas 
may suddenly creep in. In a large hos- 
pital in a Western city the old popular 
erysipelas ward had been closed for a 
quarter of a century; it was situated in 
the basement of an old wing of the hos- 
pital. This old wing was repaired and 
modernized. The erysipelas ward was 
temporarily exposed to view and became 
for a few weeks a thoroughfare, and un- 
doubtedly many passed through it into 
the hospital ward. Within a short time 
after this old erysipelas ward was re- 
opened, erysipelas broke out in the mod- 
ern hospital ward. Shall we explain this 
only by the fact that this virulent organ- 
ism was suddenly unearthed, or was there 
something else wrong? Have we become 
a little careless in the aseptic and anti- 
septic precautions in the dressing of 
wounds in the wards? 


Accidental wounds must all be infected 
to a certain degree. The uncomplicated 
healing of many cases is probably brought 
about by more than one factor. No viru- 
lent organism may have been introduced, 
or if it had been introduced, the wound 
was clean-cut and there were no other 
foreign bodies. 


Over these factors which have to do 
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with the accidental wound up to the time 
it is inflicted, we have no control. 

Surgery steps in the moment the wound 
is inflicted. We can educate the individ- 
ual as to the First Aid of his own wound 
or the wound of another, and how to get a 
surgeon as quickly as possible, or how to 
be transported to the home of the modern 
surgeon,—the hospital. 

We can place sterilized gauze in sealed 
packages in so many places that in the 
great majority of accidental wounds this 
First Aid Package will be available in a 
few seconds or minutes to cover the 
wound. It should not be difficult to teach 
people how to cut the clothing and cover 
this wound with the sterile gauze without 
touching the wound. 

Apparently all surgeons agree that if 
we decide to do anything in First Aid, 
this much only should be done. This 
First Aid is simply non-interference and 
protection. 

The majority of surgeons seem to agree 
that it is a mistake and unnecessary to 
teach the public anything about an anti- 
septic. It is a mistake to teach them how 
to control hemorrhage with any form of 
constricting bandage or Esmarch. In 
fact, in this First Aid scheme the instruc- 
tions will advise against the employment 
of any antiseptic and any constricting 
bandage for hemorrhage. 

We seem to be of the opinion that we 
can teach the individual how to fix the 
injured upper extremity in a sling rest- 
ing in the “V” on the chest and how com- 
fortably to place and fix a fracture of the 
lower extremity in a pillow or blanket; 
but the majority of authorities are em- 
phatic that it would be dangerous to give 
the public any liberties with splints of 
any kind. The danger of the constriction 
of misapplied splints is too great. 

We all seem to feel that we can teach 
the public how to place an injured patient 
comfortably upon his back and provide 
for some sort of a stretcher upon which 
he can be transported. In most places 
transportation is quickly available, but 
every layman should know something 
about the provisional stretcher, the care- 

‘ful lifting of, and the comfortable position 
for, an injured individual. 

Therefore, the rules for the layman are: 
Cover the wound with a sterile gauze from 
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the First Aid packet without touching the 
wound. If you can not get this material, 
leave the wound alone, or let it be covered 
with the clothes of the patient which have 
already come into contact with it. Do not 
bring any other unclean thing into contact 
with it. Do not attempt to check hemor- 
rhage, because every accidental wound 
bleeds, and the probabilities are you will 
constrict every limb for hemorrhage. If 
the patient were really bleeding to death, 
it is a question in the minds of many sur- 
geons whether the average layman would 
know how to stop the hemorrhage. 


Place the patient upon his back in a 
comfortable position. Keep him warm in 
cool weather. Keep him out of the sun in 
hot weather. If you can get a doctor 
quickly, attempt no transportation what- 
ever; leave it to the doctor to decide as 
to the transportation. If you can not get 
a surgeon, then you must undertake the 
transportation. The patient should rest 
flat upon his back with his head low on 
some sort of a stretcher. If the arm is 
fractured it should be fixed in a sling rest- 
ing on the chest; if the leg is fractured, it 
should be tied up in a pillow or splint as 
you would carry your umbrella within 
your shawl in the shawl strap. Injured 
people do not need whiskey nor anything 
else. In fact, they are best left alone. 
The surgeon or trained nurse is the only 
one sufficiently trained to give an injured 
individual morphine for pain. 


I believe this to be a correct summary 
of the present-day views as to what 
should constitute First Aid both in war 
and in peace. The hospital corps man in 
time of war and the trained nurse in time 
of peace should be able to do considerably 
more if it were necessary than the ordi- 
nary layman. But the trained nurse and 
the hospital corps man need definite in- 
structions lest in their zeal there be dan- 
gerous interference. 


It is my opinion that after we have be- 
gun to instruct the layman on First Aid, 
and after he has become familiar with the 
First Aid package and these simple rules, 
we may venture to go further. But I 
agree with the majority of my colleagues 
that in the beginning it would be a grave 
mistake to attempt more. The present 
First Aid books should either be burned 
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or labeled by the Government: “For Doc- 
ters Only.” — 

If we as surgeons are agreed upon these 
simple measures and methods of instruc- 
tion, we should use the influence of our 
authority to check instruction and popu- 
lar lectures upon First Aid being carried 
to the extremes that they are. It may be 
harder to influence the lay mind in such 
simple rules and measures, and they may 
leave the lecture disappointed and never 
come again. But it is my opinion that one 
lecture which could easily cover these 
points would make the individual a much 
safer Good Samaritan than an attendance 
upon a six weeks’ course of popular lec- 
tures. 

When the surgeon sees the accidental 
wound, what shall he do? This is the next 
interesting chapter in the treatment of 
accidental wounds in their fresh state 
which will be reserved for a second arti- 
cle. 

It is my opinion that the principle of 
non-interference, of simple protection 
with sterile material, and of the simplest 
method of comfortable fixation, should be 
the prevailing principles in First Aid for 
the layman. If seen at first by a surgeon, 
a trained nurse or a hospital corps man, 
it is my opinion that it would be an addi- 
tional safeguard to paint the skin around 
the wound with iodine or pour over it al- 
cohol. In some cases, especially when the 


wound is from a rusty nail, it might be 
better to swab the wound out with pure 
carbolic acid, followed by alcohol. 

This antiseptic in trained hands is sim- 
ply an additional safeguard. 


Whenever there is to be any interference 
in an accidental wound such interference 
should be performed under the same pre- 
cautions as those followed in the ordinary 


operation. 


This paper is one of a Symposium on First Aid. 
The remainder of the papers, together with the 
discussion of all the papers, will appear in the 
August issue. 
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joints and lesions of vital organs are known to 
be dependent upon focal infections which are 
obliged to be traced to their lair. 


The severe operation of removal of the colon as 
advocated by Lane is rarely required if we make 
a careful study of the entire group of foca! in- 
fections in any given case. Even in cases in 
which we find the colon to furnish the chief focus 
of infection the severe operation of Lane is not 
really required. He has been well satisfied with 
the disposal of the ascending colon and more or 
less of the whole colon by first short circuiting 
between ileum and any chosen part of the colon, 
followed by longitudinal inversion of the part to 
be disposed of, with chief stress laid upon what 
he calls the accordion suture. 


When a mattress suture is run between the 
lines of longitudinal muscle of the colon for the 
purpose of inverting the wall, there is a tendency 
for pouching of parts which lie between longi- 
tudinal muscle bands. 


In order to overcome this feature a linen thread 
suture is introduced which runs from pouch to 
pouch in such a way that when tied it brings 
various pouches together approximated in such a 
way that it suggests the folds of an accordion. 
The application of this suture leaves simply room 
for the discharge of mucus and of colon secre- 
ticns, but that part of the colon is practically 
thrown out of commission. 
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EYE, EAR, NOSE AND THROAT 


SOME OBSERVATIONS OF SYPHILIS 
OF THE EYE, EAR, NOSE, 
AND THROAT.* 


By S. KIRKPATRICK, M.D., F.A.C.S., 
Selma, Ala. 


The many fruitful discoveries of funda- 
mental importance in syphilis in the last 
twelve years mark an epoch in the history 
of this tragic disease. Despite the more 
or less accurate laboratory methods that 
have been devised in solving the knotty 
problems of diagnosis, we still see many 
cases that were either unrecognized or in- 
effectually treated. With possibly the ex- 
ception of the neurologist, the eye, ear, 
nose and throat specialist sees more of 
these pathetic cases than are seen in any 
other branch of medicine. Syphilis is not 
always easy to diagnose. It is so very er- 
ratic. Often coming down through a long 
line of heredity, cross-bred, perhaps hy- 
bridized, influenced by idiosyncracies or 
metabolism, attenuated, active, insidious, 
latent for a number of years as if to 
gather fury for an assault upon some vital 
process, it is conceivable that the busy 
practitioner may be caught off his guard. 

The eye, ear, nose and throat specialist 
is primarily and essentially a diagnosti- 
cian, and possesses a distinct advantage in 
being able to explore the cavities of the 
head. A great deal of his work is referred 
to him by the family physician for the 
purpose of elucidating, if possible, some 
constitutional disturbance with local man- 
ifestations about the head. I desire to 
present a few diagnostic signs and clinical 
experiences that have been of value to 
me. These facts may be more or less 
known, but are we sufficiently alert? Let 
the blind, the deaf, 'the paralytic and the 
unfit answer. Post-mortem examinations 
show that less than 50% of all diagnoses 
are correct. A positive Wassermann, un- 
supported by clinical evidence, is not suf- 
ficient evidence of the presence of syphi- 
lis. A negative Wassermann is not suf- 





*Read in Eye, Ear, Nose and Throat Section, 
Southern Medical Association, Ninth Annual Meet- 
ing, Dallas, Tex., Nov. 8-11, 1915. 


ficient evidence of the absence or cure of 
syphilis. While of inestimable value as 
aids to the diagnosis of syphilis, the labo- 
ratory tests are expensive and not always 
feasible or necessary for the busy physi- 
cian. ‘ 

Being an end organ and an organ of 
special sense, the eye is a vulnerable point 
of attack from its toxins, but being open 
to direct inspection, offers many advan- 
tages of diagnosis. I shall stress only a 
few. Very fine dust or soot-like particles 
in the vitreous are pathognomonic of syph- 
ilis. They are extremely fine and can be 
seen only with a strong plus lens of the 
ophthalmoscope. They are entirely objec- 
tive and are usually found accidentally in 
refractive cases applying for relief of 
headache. It must not be confounded with 
Descemetitis. A localized choroiditis with 
atrophy and pigmentation in one or both 
eyes, occurring in infancy or childhood, 
is another evidence of syphilis. Insidious 
and occurring in early childhood, unless 
the lesion involves the macula, it is not 
suspected until the child reaches school 
age and is referred to the oculist for de- 
fective vision or asthenopia. The basis of 
all corneal inflammation is syphilis, and 
it is a frequent cause of iritis. Inequali- 
ties of the pupil and disturbances in its 
reaction are found in the early stages of 
cerebral syphilis, often associated with 
optic neuritis, while palsies of the extra- 
ocular muscles, as a rule, belong to the late 
stages. A transient palsy of the external 
rectus, with a tendency to recur in the 
same or some other muscle, has been ob- 
served too frequently at the beginning of 
tabes to be considered a coincident. A 
careful history of all cases of tabes will 
show that they suffered from repeated at- 
tacks of diplopia months or years before 
they noticed their nervous trouble. In 
every case of paresis of the external rec- 
tus, careful tests should be made for loss 
of knee-jerk and diminution in muscle 
tonus in the legs. 


It has been my experience that the 
ear suffers less from syphilis than any 
other special sense organ; however, in 
cases with Hutchinson’s teeth and inter- 
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stitial keratitis total labyrinthian deafenss 
is a potential danger. While shortened 
bone conduction is a frequent and valuable 
diagnostic sign of syphilis, it must be 
borne in mind that it is also a pretty con- 
stant accompaniment of advanced arterio- 
sclerosis and other toxemias. 

The nose is another favorite point of 
attack by the syphilis. A perichondritis 
or a periostitis is not an infrequent oc- 
currence, and they are overlooked because 
the pain is usually referred to the head, 
particularly the frontal region, and inter- 
preted as neuralgia. The overlying mu- 
cous membrane of the septum presents a 
swollen appearance and has a puffy, vel- 
vet-like touch. In the “New York Medi- 
cal Journal,” September 4, 1915, page 491, 
Dr. Vourhees describes a sign of latent 
syphilis occasionally found in doing the 
submucous resection operation on the na- 
sal septum. He says that the muco-peri- 
chondrium is hard to start in beginning 
the elevation at the line of incision, the 
bleeding is excessive and that the cart- 
ilage and bone are roughened and uneven. 
The rather frequent occurrence of this 
phenomenon in latent syphilis emphasizes 
the frequent and unnoticed occurrence of 
the previous formative inflammation of 
the perichondrium, which is usually a late 
secondary lesion. Loss of smell, gummata 
and destruction of the alae and septum are 
familiar and common occurrences. 

In all suspected cases the physician 
looks in the patient’s mouth the first thing 
for prima facia evidence of guilt. I avish 
to mention two signs that have served me 
well. One is a copper-colored band drawn 
across the fauces and soft palate, some- 
times extending up into the hard palate 
and terminating rather abruptly like ery- 
sipelas. This line is pathognomonic of a 
toxemia. If associated with other suspi- 
cious evidence, the toxemia is very apt 
to be syphilis. The other sign is quite 
characteristic. It is a red border or fringe 
to the gums, differentiated from ptyalism 
by the absence of the peculiar fetor of 
salivation and from Riggs’ disease by the 
absence of pus and the ameba buccalis. 

You should cultivate the habit of pal- 
pating the posterior triangles of the neck 
for enlargement of the deep cervical 
glands. Multiple enlargement of these 


glands requires an answer. Infection from 
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the naso-pharynx or pharynx, Hodgkins 
disease, leukemia, tuberculosis and syphi- 
lis, the most probable causes of a chronic 
multiple adenitis, are not difficult to ex- 
clude by the skilled diagnostician. En- 
largement of the bronchial and mediasti- 
nal glands are not always tuberculous. 
And do not forget that many cases of 
tuberculosis are complicated by syphilis 
and wonderfully benefited by Salvarsan. 

A post-nasal ulcer is always specific. 
Leukoplakia, now regarded by some clin- 
icians as a pre-cancerous stage, has yield- 
ed to anti-syphilitic treatment in all of 
the six cases I have seen. 

The syphilitic headache is distinctive. 
It is chronic, continuous, worse at night, 
and usually vertical, though sometimes 
general and expressed as an iron band 
constricting the head. 

When that large class of nervous unfit— 
the neurotics, the neurasthenics or what- 
ever you choose to call them—-have had 
their eyes properly refracted, nutrition 
improved and a Wassermann made, veri- 
fied by a test of the spinal fluid if neces- 
sary, there will be less occasion to explore 
the abdominal and pelvic viscera or anchor 
kidneys. The correlated function of the 
ductless glands is disturbed by this subtle 
poison. It is a probable factor in the eti- 
ology of Graves’ disease and valvular dis- 
eases of the heart, especially in the ab- 
sence of a rheumatic history, but I believe 
it is a negligible factor in arterio-sclerosis. 

In the second stage, syphilis is an acute 
systemic infection and manifests itself 
pretty much as do other acute infectious 
processes. A constant temperature in the 
absence of other demonstrable causes 
should be observed with suspicion. In the 
tertiary stage, it is a systemic infection 
with strong focal tendencies, chronic, and 
often latent. Our ability to find and in- 
terpret these focal points of assault de- 
termines our diagnostic and therapeutic 
value to the patient. 

If any one of the above signs or symp- 
toms is present, it should arouse our sus- 
picions. Failing to find conclusive evi- 
dence in the clinical picture, we should re- 
sort to the laboratory test for final proof. 

In conclusion, I wish to enter a plea for 
the syphilitic child. It is the least under- 
stood and the most neglected individual 
of all the family doctor’s patients. Its 
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case is truly pathetic. Often unwelcomed, 
stigmatized and burdened with the sins of 
its parents, it struggles for existence 
through infancy and childhood, and if suc- 
cessful must fight the uneven battles of 
life handicapped by some physical dis- 
ability. The tragic ending of the follow- 
ing case is illustrative. A beautiful 
blonde girl of sixteen, the first child of 
wealthy, fond parents, consulted me for 
total labyrinthian deafness and defective 
vision. In spite of the fact that she had 
had two attacks of parenchymatous kera- 
titis, arthritis and classical Hutchinson’s 
teeth, she had received only enough treat- 
ment to partially control each exacerba- 
tion. Why do we not give these congen- 
itally syphilitic children the same thor- 
ough, scientific course of treatment that 
we insist upon giving the acquired type in 
the adult? 

I shall mention only a few of the pro- 
tean manifestations of syphilis in early 
childhood. A perichondritis of the nasal 
septum with complete nasal obstruction, 
interfering with nursing, is one of the ear- 
liest expressions of lues. It is frequently 
mistaken for adenoids, but promptly 
clears up under mercury rubs. Innani- 
tion, slow dentition, failure to gain in 
weight, multiple adenitis and MHutchin- 
son’s teeth are familiar signs, but I do 
not believe it is quite so well known that 
rather short, sloping molars are as true of 
syphilis as the typical Hutchinson’s in- 
cisors, and are frequently in evidence 
when the former are absent. An exami- 
nation of the public school children dis- 
closes the fact that about 80% of the back- 
ward children have physical and not men- 
tal defects as a cause of the backward- 
ness, but latent inherited syphilis has not 
been sufficiently recognized as a cause of 
variation in mental and moral efficiency. 
The tuberculous child is usually bright 
and advances readily in its classes, while 
the syphilitic child may be perverse and 
dull, and even stupid. Lugaro declares 
that an infection of the parent or parents, 
a maternal disease during pregnancy, can 
determine perversion of development, 
which, though so slight and uniform as to 
be quite unobservable at birth, comes to 
the surface with the progress of years in 
the shape of unexpected failures of cer- 
tain fundamental functions of intelligence, 
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of eccentricity of character and of perver- 
sion. When a diagnosis has been made by 
the teeth or other stigmata, or the labora- 
tory if necessary, the treatment should be 
thorough however latent its manifesta- 
tions. ; 

Rarely do members of our specialty see 
syphilis in the early stages — that golden 
period when prompt and intensive treat- 
ment is most effectual. In the treatment 
of syphilis it has been found that, with 
all its value, Salvarsan or Neo-Salvarsan 
has not enabled us to do away with mer- 
cury and the iodides, the two remedies 
which all experience has shown to be of 
specific use in syphilis. Most of the dis- 
appointment which has arisen in the use 
of Salvarsan has been from failure to 
combine its administration with that of 
mercury. The two together furnish us 
our best defense against syphilis. Sal- 
varsan has a tendency to prevent the spi- 
rochetes from becoming mercury-fast, and 
is of signal value when a vital function is 
endangered and immediate relief impera- 
tive. The best methods of administering 
mercury in the order named is: intra- 
venous, intra-muscular, inunction, and in- 
ternally. I usually supplement the inter- 
nal administration of mercury or mercury 
and iodides with a hypodermic or intra- 
venous injection of the bichlorid gr. 1/10 
twice a week. This improves the chronic 
cases wonderfully and besides being a good 
business policy, enables one to preserve a 
strict discipline over the patient—a very 
important element of treatment in this 
class of patients. It is probable that the 
early administration of Salvarsan before 
the formation of anti-bodies sufficient to 
protect the organism may result in disas- 
trous late manifestations unless a pro- 
longed course of mercury is insisted upon 
after the Wassermann becomes negative. 
Salvarsan has not yielded good results in 
the treatment of interstitial keratitis. 
The cornea being non-vascular, affords a 
safe retreat for the toxins. I have been 
able to shorten the time of treatment 
nearly one-half by flushing the lymphatics 
of the cornea once a day with a strong 
solution of dionin and the internal admin- 
istration of the usual mixed treatment 
combined with hypodermic or intra-venous 
bichlorid twice a week. The iodides are 
of value only as an absorbifacient of neo- 
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plasms and inflammatory exudates. Large 
doses are often required and tolerated. A 
case of total ophthalmoplegia with involve- 
ment of the upper extremities, respiration 
and deglutition, necessitating feeding by 
the stomach tube for eight weeks, was re- 
stored to perfect health after taking one 
ounce of iodides a day for three months. 
The iodides irritate the larynx and cause 
distressing dyspnea in some cases, and the 
potash in combination is a poison to the 
myocardium, and of course very depress- 
ing. Mercury is indicated in all stages of 
syphilis, but this can not be said of the 
iodides. As a precautionary measure in 
the intensive treatment of syphilis with 
mercury and Salvarsan, the urine should 
be examined frequently for evidence of 
kidney irritation. Mercury may cause al- 
buminuria or casts, and the fatalities of 
Salvarsan have been traced to renal insuf- 
ficiency. 





DISCUSSION 

Dr. E. H. Cary, Dallas, Tex.—This is the great- 
est subject which confronts you men, or rather 
the greatest which confronts humanity, and at 
all times the greatest with which the oculist has 
to deal. I remember during my service in Belle- 
vue Hospital that it was not long before I came 
to the conclusion that everybody was more or 
less infected with syphilis. And just as Dr. Osler 
stated, I believed that no man understood dis- 
ease until he understood syphilis. I had occa- 
sion to watch for the symptoms which might oc- 
cur from this infection and it was not long before 
I felt, from a pretty general observation, that 
humanity was badly involved. 

In my service at the New York Eye and Ear In- 
firmary I found that syphilis was the one great 
diagnosis and I believe we all treated as syphilis 
every case that we were not able to make out 
and differentiate. I don’t at this moment wish to 
say that syphilis has particularly changed so far 
as involving humanity is concerned, but TI do be- 
lieve we are more willing to let some other causes 
prevail in our mind and seek for those causes. 
And I do not think we are willing to go on record 
now as often as we used to that this or that may 
be due to syphilis without trying to differentiate 
symptoms and seek for cause. The Wassermann 
reaction has been of valuablé assistance, but can 
only be regarded in the light of an aid. You can 
not place all your faith in it. I have frequently 
found it necessary to watch results which would 
make it possible to conclude from treatment that 
the Wassermann was wrong. This has been true 
in both positive and negative reports. After all, 
none of the laboratory findings, known to be of 
great assistance, can take the place of your ability 
to put two and two together. That is an indi- 


vidual preferment and your skill is based upon 
not only your individual ideas, but your knowl- 
edge and ability to corroborate all these things 


when given to you. Of course, those are gen- 
eralities which are self-evident. I once felt that 
practically 80% of my iritic cases were syphilitic, 
but I have changed my opinion that they are in 
any such proportion. In fact, you can drop it 
down to 25%, or something of that kind,-and you 
would be more correct as to the cause of iritis. 
That, of course, has been pretty nearly always 
treated as syphilis. If we could not come to some 
other conclusion at once, syphilis was the cause. 

There are so many conditions occurring in and 
out of the eye which have been classified as syph- 
ilis that I simply want to call your attention to 
the fact that there are a great many ways of ar- 
riving at different conclusions; but we must al- 
ways take into consideration that while syphilis 
is not the whole thing it is a great disease that 
we have to consider. 

Not long ago a very interesting case of a little 
child came here who had a fistula from the eth- 
moidal sinus. The orbital contents were well 
pushed forward. the child being very weak, anemic 
and toxic. The differential diagnosis had to be 
made of course as to whether it was syphilitic in- 
volvement of the sinuses or sarcoma of the orbit. 
It was a suppurative process. The child was five 
years old. The Wassermann was positive, but 
in going back in the histories of the families they 
were as pure as you have ever seen. Both par- 
ents were negative with the Wassermann. Again 
going back into its history, I found that the child 
had been nursed by an old negro “mammy” who 
had lost an eye from syphilis; and as one of the 
doctors from east Texas said to me, “Yes, 1 know 
her. She still has syphilis and she is still nurs- 
ing children for different families.” Although it 
looked as if the child might die, accurate treat- 
ment was given and it recovered sufficiently for 
us to remove later the necrotic bone, which has- 
tened cure. 

Syphilis involves so many different parts in 
which we are interested that it can not be lost 
sight of. The doctor said he did not think the 
ear was much involved. However, I have been 
struck in the last few years with a certain type 
of cases that were losing their hearing, and I 
found that some of them would respond actively 
to syphilitic treatment. I am sure there are a 
greater number of cases in which ear trouble is 
due to syphilis than we are usually inclined to 
think because we are more likely to connect 
syphilis with the eye than the ear. Many of you 
have seen syphilitic mastoids, but I am sure to 
discuss this question properly now. a man would 
tire you to death. 





THE INJECTION OF THE GANGLION 
OF GASSER THROUGH THE 
FORAMEN OVALE.* 

By H. H. MarrTIn, M.D., F.A.C.S., 
Savannah, Ga. 


The injection of the ganglion of Gasser 





*Read in Eye, Ear, Nose and Throat Section, 
Southern Medical Association, Ninth Annual Meet- 
ing, Dallas, Tex., Nov. 8-11, 1915. 














MARTIN: THE INJECTION OF THE GANGLION OF GASSER 


through the foramen ovale for the relief 
of trigeminal neuralgia and for conduc- 
tion anesthesia has passed beyond the ex- 
perimental stage and will eventually su- 
persede surgical extirpation of the gang- 
lion, division of the sensory root, peri- 
pheral and nerve trunk injection, and 
other more or less unsatisfactory surgical 
procedures. The operation is, of course, 
a very delicate one and requires in addi- 
tion to a thorough knowledge of the anat- 
omy of the parts, some surgical skill and 
dexterity ; the needle will necessarily pass 
very near to important blood vessels, prin- 
cipally the internal maxillary artery, 
which lies in close proximity to the infe- 
rior maxillary nerve in the spheno-max- 
illary fossa and sends a small meningeal 
branch through the foramen ovale. 

If improperly directed, the needle may 
enter the foramen spinosum, the jugular 
foramen, or an anomalous foramen trans- 
mitting an emissary vein known as the 
foramen Civinini, occasionally found just 
below the foramen ovale. If the needle 
be passed too far through the foramen 
ovale, the cavernous sinus or even the in- 
ternal carotid, both of which are in inti- 
mate relation with the ganglion, might 
possibly be injured. But all such acci- 
dents can be safely guarded against; and 
the procedure, while a formidable one, is 
not so formidable as the surgical extirpa- 
tion of the ganglion, while the desirable 
results are equally good and the undesir- 
able results, such as paralysis of other 
cranial nerves, weakness of the muscles 
of mastication, and neuroparalytic kera- 
titis, are never so bad. 

The history of this operation, like many 
others, is one of evolution and dates back 
to 1903, when Schlosser, an ophthalmolo- 
gist of Munich, discovered by chance that 
subcutaneous injections of alcohol in or 
about an offending nerve afforded prompt 
relief from pain. ; 

This idea has been taken up and elabo- 
rated upon by many investigators in 
‘France, England, Germany and America, 
including ophthalmologists, rhinolovists, 
neurologists, general surgeons and others, 
until there has been evolved a very sim- 
ple method of injecting the ganglion 
through the foramen ovale, which can be 
acquired by any one who will give suf- 
ficient time to experiments on the cadaver. 
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In a paper presented at the Richmond 
meeting of the Southern Medical Associa- 
tion, the essayist gave detailed description 
of the technic of this operation and made 
preliminary reports on the injection in 
three living subjects. Since that time 
three additional cases of genuine, old and 
persistent “tic” have been treated by the 
speaker by this method, and I desire in 
this paper to give more detailed reports 
of these six cases with some personal ob- 
servations and comments. I hope also to 
be abie to demonstrate the operation at 
some of the clinics arranged for this meet- 
ing. 

My experimental work in conduction 
anesthesia or nerve blocking was inter- 
rupted by an accident which has tempo- 
rarily disabled me, but I have to report 
two intra-nasal operations and one tonsil- 
lectomy done under this method of conduc- 
tion anesthesia. 


My first injection in the living subject was a 
woman, twenty-eight years old, complaining of 
pain in right side of head and face. Careful ex- 
amination revealed nothing more serious than al- 
veolar abscess on that side. I explained to her 
that I could open this abscess without pain if she 
would let me do a preliminary injection. She 
consented. The injection was done under light 
ether anesthesia October 19, 1914, as follows: 
The needle entered the foramen while patient 
was in primary anesthesia; ten minims of 2% 
novocaine solution was injected into the ganglion; 
she was allowed to regain consciousness with the 
needle in situ, and she was then found to have 
complete analgesia of the entire area supplied 
by the fifth nerve. One cc. of 95% alcohol was 
then injected into the ganglion without the pa- 
tient’s complaining of the slightest sensation. 
The alveolar abscess was opened the next day 
without pain or the use of any anesthetic. The 
patient was kept under observation for five days 
in order to protect the eye. When she was dis- 
charged October 28th following she still had anal- 
gesia over the entire area and partial anesthesia 
as well. This patient was seen six weeks after 
the injection. At that time there was analgesia 
over the entire area supplied by the fifth nerve, 
with total anesthesia of the cornea, the skin over 
the forehead, and half the tongue. 

My second case, male, age thirty-five, was ad- 
mitted in the acute eruptive stage of syphilis, 
with violent irido-cyclitis in both eyes, the left 
eye showing a large bulging mass arising from 
the ciliary body above, and showing evidence of 
suppuration. The patient complained of severe 
pain all over left side of head and face. He con- 
sented to the injection preliminary to opening the 
abscess. It was done November 4, 1914, as fol- 
lows: Skin and subcutaneous tissues were in- 
jected with novocaine; after ten minutes the 
needle was introduced until the inferior maxil- 
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lary nerve was reached (evidenced by expression 
of pain); novocaine was injected at this point, 
and after ten minutes needle was introduced 
through foramen ovale (patient evidencing great 
pain); novocaine injected at this point; and, as 
there was not complete analgesia after ten min- 
utes, the injection was repeated. After ten min- 
utes more the conclusion was reached that there 
was something wrong with the novocaine solu- 
tion. One cc. of alcohol was then slowly injected 
into the ganglion, patient evidencing great pain 
during the injection. Ten minutes after the in- 
jection of alcohol patient was free from all pain: 
cornea on injected side could be lightly touched 
without his knowledge, and there was analgesia 
over the entire distribution of the nerve, but an- 
esthesia did not extend to the eye. 

Twenty-four hours after injection the same con- 
dition obtained, although he would flinch from 
slightest pressure over the ciliary abscess. Forty- 
eight hours after injection the patient was still 
free from all pain; there was both analgesia and 
partial anesthesia of the area supplied by the 
two lower branches of the nerve; but the eye 
was still sensitive to pressure. The ciliary ab- 
scess, however, was freely opened at this time 
without anesthetic and with little pain. I be- 
lieve in this case the injection was not a perfect 
one, and when the eye was enucleated, some two 
weeks after the injection, ether was adminis- 
tered. When he left the hospital he had a very 
incomplete analgesia and no anesthesia. 

My third case was one of genuine unilateral 
neuralgia, left side, male twenty-three years old, 
had existed for one and one-half to two years. 
The operation was classical; a few minims of 
nevocaine solution in the skin and subcutaneous 
tissues produced perfect local anesthesia, and the 
needle passed through the cheek and_ spheno- 
maxillary fossa without pain. When the inferior 
maxillary nerve was reached sharp pain was com- 
plained of, which was almost immediately re- 
lieved by a few minims of novocaine. The needle 
was then advanced one c. m., and when pain was 
complained of novocaine was again injected; 
when the needle was advanced another half c. m 
and novocaine injected, the patient at once re- 
marked that he had a funny feeling in the eye, 
face and tongue. One ec. c. alcohol was then in- 
jected without pain and patient was found to have 
complete anesthesia of cornea, skin and mucous 
membranes supplied by the fifth nerve. The pa- 
tient developed a neuro-paralytic ulcer in the 
lower temporal quadrant of the cornea, which per- 
sisted for weeks. He would not remain in the 
hospital, but was seen once a week for two 
months. When discharged the corneal ulcer had 
healed with only a slight opacity, as the ulcera- 
tion had been very superficial, apparently no 
deeper than the corneal epithelium and gave him 
no trouble at all. When last seen, three months 
after injection, there was practically total anes- 
thesia of the entire area supplied by the fifth 
nerve; and no return of tic. 

My fourth case came into Dr. Horsley’s service 
at the Memorial Hospital in Richmond on the day 
following adjournment of the Southern Medical 
Association. 

She had been a victim of trigeminal neuralgia 
for years, had had numerous peripheral opera- 
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tions, including resections and nerve trunk injec- 
tions. She complained that all of her injections 

1 been exceedingly painful, and of little benefit. 
She was suffering intensely when I saw her first 
and would cry out if even a motion were made to 
touch her face. The entire distribution of the 
nerve was apparently involved, but the mandibu- 
lar division seemed to be the most affected, this 
area being exquisitely sensitive. She would cry 
out if the floor were jarred or the bed brushed 
against, and in short presented a typical trigemi- 
nal neuralgia. Incidentally she had become a 
morphine habitue. The injection was done under 
ether anesthesia, and the patient was seen the 
next morning sitting up eating breakfast, free 
from pain, and has remained so ever since, so 
far as I am informed. Furthermore, she was 
freed from the morphine habit and returned to 
her home a very happy woman. 


My fifth case, a woman thirty years of age, of 
a highly neurasthenic type, had suffered from tic 
on left side for years, with occasional attacks on 
the right side. Nasal examination revealed con- 
stant contact of both middle turbinates with the 
septum. This was corrected without relief. She 
then visited Sluder and had an alcohol injection 
in the spheno-palatine ganglion on the left side 
without relief. Previous to this she had divul- 
sion of the supra-orbital and of the mandibular 
through their respective foramina. In the latter 
part of November, 1914, the left ganglion was in- 
jected with one cc. 95% alcohol with immediate 
relief from pain, lasting four months. She had 
tetal anesthesia of the entire area with abducent 
paralysis on left side, which persisted through 
the second injection of two cc. alcohol four months 
after the first one. The relief from the second 
injection lasted about the same length of time; 
and then severe pain recurred in the mandibular 
branch and she is still suffering from that condi- 
tion. 


My sixth case was a woman, about sixty, who 
was brought into the hospital suffering from tic 
douloureaux on both sides, with spasmodic tic 
involving the muscles of mastication on the right 
side, the pain on this side being very great. Her 
history was that of long-standing trigeminal dis- 
order on both sides. The ganglion on the left side 
had been extirpated some years before by Cush- 
ing with considerable relief, but not a complete 
cure. On the right side numerous peripheral op- 
erations had been done without relief. The right 
ganglion was injected with two c.c. 95% alcohol 
under ether anesthesia in the latter part of May 
of this year, with prompt and, so far, permanent 
relief from both spasmodic and painful tic, and 
no complications. She stated that Cushing for 
some reason had declined to operate on the right 
side. This:injection was done while I myself was 
confined to the hospital. I introduced the needle 
with the left hand and Dr. Barrow, of Savannah, 
completed the injection for me. 


As stated above, my experience with 
nerve blocking by this method is limited 
to three cases. In these cases one-half 
ce. of 5% novocaine was injected into the 
ganglion. The anesthesia was instan- 











PFINGST: A CASE OF DERMOID OF CORNEO-SCLERAL MARGIN 


taneous and complete in all branches. In 
the first case a middle turbinate was re- 
moved without the slightest evidence of 
pain. In the second case ethmoidectomy 
was done by Reaves’ method. And in the 
third case an old tonsil stump was dis- 
seCted out—all without pain. 

In closing, I beg to apologize for the in- 
completeness of this case report and for 
quoting abstracts from a former paper. 
I have, as you know, been seriously handi- 
capped for some months and could not de- 
vote so much time and work to the prepa- 
ration of this paper as I should like to 
have done. 


A CASE OF DERMOID OF THE COR- 
NEO-SCLERAL MARGIN.* 





By ADOLPH O. PFINGST, M.D., 
Professor of Ophthalmology and Otology 
University of Louisville, Medical 
Department, 

Louisville, Ky. 


Among the benign extra-ocular tumors 
of the eye we find the different kinds of 
dermoid, a not altogether uncommon class 
of growths. 

To illustrate, I have had appear before 
you this case of dermoid of the corneo- 
scleral margin of the left eye. 

This girl is, as you see, well developed 
and apparently in splendid health. She 
is 24 vears of age and gives a history of 
never having had an illness of any kind. 
She has a birth mark on her left eye. The 
growth which was noticed soon after her 
birth has grown somewhat in breadth and 
heighth, and recently has developed hairs 
on the surface. It has never caused her 
trouble in the way of pain and has never 
caused the eye to become inflamed. 

You will notice at the outer margin of 
the cornea of the left eye, low down, an 
irregular hemispherical prominence of 
firm consistency about 3-16 of an inch in 
diameter. It is vink or faintly yellowish- 
pink and resembles a half pearl. You will 
notice that although it springs from the 
conjunctiva it slightly overrides the cor- 
nea. 





*Reported before the Medico-Chirurgical So- 
ciety of Louisville, Ky., Feb. 23, 1916. 
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The surface is smooth and contains sev- 
eral good sized hairs. Vision in both eyes 
is normal. 

The appearance of this growth, with 
the history that it is congenital, makes 
the diagnosis of dermoid positive. 

Dermoids are the most common of the 
teratoid tumors — cysts being far more 
common than dermoid tumors in the strict 
sense of the term. They are made up usu- 
ally of fatty and white fibrous tissue and 
occasionally contain portions of hyaline 
cartilage. They have an investing mem- 
brane of epithelium. Their structure is 
characterized usually by the presence of 
all structures which enter into the make- 
up of normal skin, viz., hairs and hair 
follicles, sebaceous and _ sudoriferous 
glands, nonstriated fibers and adipose tis- 
sue. 

The name dermoid was given these 
growths by Ryba in 1853, when he de- 
scribed the first case of the kind on record. 
They are congenital defects, and by V. 
Duyse are supposed to be remnants of 
amniotic membrane implanted upon the 
eye during the first two-.or three months 
of intrauterine life, while the lids are yet 
apart. 

Remah and others advanced the theory 
that they are due to fetal invagination of 
the external blastoderm. At all events, 
it is evident that embryonic skin tissue 
must remain on the surface of the eye ball 
in order for the dermoid to develop. 

Von Hippel states that 65% of these 
cases are associated with other congenital 
malformations, principally with coloboma 
of the lids, iris or choroid, but also with 
cleft palate and harelip. 

In eases of congenital defect of the lids, 
the tumors could develop even after clos- 
ure of the lips, or, in other words, after 
the second or third month. 

The most frequent seat of dermoid tu- 
mors of the eve is at the outer and infe- 
rior margin of the cornea. They usually 
spring from the coniunctiva, but encroach 
upon the superficial corneal and scleral 
tissue. Exceptionally they spring from 
the caruncle and extend from there to the 
cornea. They are also found in the transi- 
tion folds of the coniunctiva, most fre- 
guently on the eye ball between the sune- 
rior and external rectus muscle. The 
growths in this locality contain more fat 
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than the other and hence often become 
larger and softer. 


Dermoids nearly always occur singly, 
but cases are on record where the two eyes 
had symmetrically located growths, and 
also where two growths sprung from the 
same eye, one from the outer, the other 
from the inner corneal margin. Although 
usually flat, they sometimes have a conical 
shape, and exceptionally have been found 
pedunculated. Treacher Collins states 
that they are nearly always oval, their long 
diameter corresponding with the palpe- 
bral fissure. 

They usually increase slightly in size 
with the general growth of the body and 
remain stationary after the eye has at- 
tained its full growth. In rare cases they 
have been known to proliferate over a 
large portion of the cornea. 


Those that increase in size do so on ac- 
count of the development of adipose tis- 
sue, when they are spoken of as lipoder- 
moids. Their usual size is 2-8 to 3-8 of an 
inch in diameter and 1-8 inch in height. 

Several years ago I reported a case of 
the kind shown tonight before the Louis- 
ville Surgical Society which measured a 
little more than one-quarter of an inch in 
diameter. 

Dermoid tumors of the corneo-scleral 
margin have also been observed in lower 
animals, notably sheep and cattle. Their 
presence on the eye usually causes no 
symptoms unless they are very large. The 
hairs on the surface, which usually make 
their appearance about puberty, may set 
up conjunctival inflammation, and it is 


about this time that these patients most 
frequently consult the surgeon. 


These 
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growths should be removed if for-no other 
reason than to gain a cosmetic effect. They 
should be removed early, after the child 
has passed the first year. The danger of 
recurrence is slight if excision has been 
complete. 

Atherton Building. 





AUTHORS’ ABSTRACTS 
Eye, Ear, Nose and Throat 
The After-Treatment in Submucous Resection of 


the Nasal Septum. By Sam N. Key, Anstin, 
Tex., Texas State Journal of Medicine, May, 
1916, p. 24. 


The author believes that the after-treatment in 
a submucous resection of the nasal septum is an 
important phase of the operation. The compli- 
cations in this operation arise in most instances 
from the use of nasal packing. He believes that 
the routine use of nasal packing should be dis- 
continued. He cites a series of one hundred and 
twenty-nine submucous resections where he used 
nasal packing:in seventy-two cases. In these 
cases two developed O. M. P. A., two hematoma 
and abscess of the septum, one a severe antrum 
infection, and one acute follicular’ tonsillitis. 
Seventy-five per cent of these operations were 
followed by malaise and distressing depression, 
which lasted from two to five days. In the re- 
maining fifty-four consecutive cases of the series 
nasal.packing was not used. One of these devel- 
oped a slight sinusitis after operation and in two 
hematoma occurred. The absence of reaction 
and infection in the nose and the comfort of the 
patients was in marked contrast to the cases 
where nasal packing was used. The bleeding in 
all the cases was about the same,—an ooze for 
six or eight hours. When nasal packing is not 
used, he states there is little demand for after- 
treatment. Nasal douches, a questionable pro- 
cedure, can be omitted. The nose is best left 
alone and not subjected to irritating probing and 
applications. By not using nasal packing and fol- 
lowing these principles the author feels he has 
improved his results, shortened convalescence 
threefold, and made the operation of submucous 
resection of the nasal septum a much less for- 
midable procedure. 
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EDITORIAL DEPARTMENT 


SECRETARY DANIELS AND THE 
NAVY MEDICAL CORPS. 


In a recent address before the graduat- 
ing class of the Naval Medical School the 
Surgeon General of the Navy, Rear Ad- 
miral Braisted, paid a handsome tribute 
to his Chief, Secretary Daniels, for his 
interest in, and efforts for, increasing the 
efficiency of the Medical Corps of the 
United States Navy. A study of the im- 
provements in the Naval medical service 
brought about by Secretary Daniels shows 
a remarkable comprehension, for a lay- 
man, of the medical and surgical needs of 
the Navy. Indeed, there is every evi- 
dence to show that he must have had, and 
Was wise enough to act upon, the advice 
of a trained medical man of great ability. 
In his address Surgeon General Braisted, 
who is as modest as he is efficient, did not 
refer to his own efforts for his beloved 
Medical Corps; but those who know him 
realize the Navy’s good fortune in having 
a physician of such unusual attainments 
at the head of its medical department. 

In summing up the achievements of the 
Wilson administration and its efforts for 
preparedness, the improvements in and 
the development of the Medical Corps of 
the Navy, should not be forgotten. While 
Secretary Daniels had able advisers, he 
deserves as much praise for his advance- 
ment of the Medical Corps of the Navy as 
if he himself had initiated every change 
for its betterment. He had the judgment 
and the courage to make innovations and 
improvements in the Medical Corps of the 
Navy that were never dreamed of by his 
predecessors. 

Surgeon General Braisted in his address 
discussed under ten headings the improve- 
ments that should be credited to Secretary 
Daniels. We can give space for only a 
few of them, but the following items show 














660 SOUTHERN MEDICAL JOURNAL 


that our Secretary of the Navy is as 
keenly alive to medical preparedness, as 
he is in the general upbuilding of our 
Navy to make it the most efficient sea 
fighting organization in the world: 

Secretary Daniels has increased the Medical 
Corps from 347 to nearly 500, the first increase in 
twenty years and most urgently needed. 


He has provided in his personnel bill a sub- 
stantial increase in the upper grades of the Med- 
ical Corps. No increase in these grades has 
been made since 1870. 

He has established two of the finest Hospital 
Corps Training Schools in the world for the train- 
ing of male nurses and made provision for the 
increase in this Corps by nearly 11,000 men. 

He has made provision for a new hospital ship 
for the Navy, the first ship of this kind, designed 
especially for this purpose, and which will be a 
mecdel for our country and the world. This one 
effort will, if granted by Congress, be of inesti- 
mable value to the Navy and to all other coun- 
tries. It will provide our fleet with a floating 
hospital for the care of the sick and injured of 
the Navy that will rival any metropolitan hos- 
pital in existence. 

That we may not be unprovided in emergency, 
he has authorized the organization of five Red 
Cross Hospital units (mobile hospitals of 250 
beds each, with personnel and equipment com- 
plete) that can be called at notice to any point 
where needed. 

He has authorized a Medical Reserve Corps of 
the best medical talent that the country can fur- 


nish, and to prepare this group for the Naval 
Medical Corps is initiating a school that shall 


give these officers a training and working knowl- 
edge of their work when called upon. 





WHO IS RESPONSIBLE FOR TYPHOID 
FEVER? 


Humanity is shocked to hear of the 
carnival of death now raging in the fair- 
est regions of the earth. The slaughter 
of thousands of brave soldiers, the massa- 
cre of helpizss Armenians, causes a feel- 
ing of resentment in every mind uncrazed 
by partizanship. Yet the word comes to 
us, from an authoritative source, the 


United Staies Public Health Service, that 
right here, in “free America,” nearly 18,- 


000 human lives are about to be lost, un- 
necessarily, and from a most disgusting 
cause, during the year 1916. Every one of 
these lives can be saved if proper meas- 
ures are taken for their protection. 
Whenever one of these 18,000 of our fel- 
low citizens perishes from typhoid fever, 
some one is to blame, some health officials. 
some municipality has been guilty of 
causing the victim to take into his mouth 
and swallow a poison that came from the 
bowels of a fever patient in the discharge 
of feces and urine. 3 

Ignorant of his peril the sufferer has 
swallowed food or drink thus disgustingly 
seasoned, and some.one is to blame. Flies? 
Yes. Of course flies can carry the nasty, 
fatal dose. But what right has any human 
being to leave the poison where flies could 
have access to it? What right has any 
health officer to allow such infected 
feces, or any other, to be exposed to flies? 
Did not know? It is his business to know. 
That is what he is paid for, and the 
boundless resources of science offer him 
germicides, abundant, cheap and sure, to 
destroy the germs. The laws of almost 
every state and city arm him with au- 
thority to know of the existence of every 
case of typhoid within his jurisdiction 
and to enforce proper measures for disin- 
fection. [f every fecal and urinary dis- 
charge of every typhoid patient, or linger- 
ing case of fever, however light, were dis- 
infected with chlorinated lime, typhoid 
fever would soon cease to exist. It can be 
done! It must be done! Today when a 
woman has peritonitis following child- 
birth the doctor is blamed, and suffers in 
reputation and patronage. On some to- 
morrow, swiftly coming, whenever typhoid 
fever appears some health officer will be 
found blameworthy, and held responsible, 
no matter how lax municipalities may be. 
Somewhere some one failed to see that 
there was proper disinfection of fecal 
matter from a typhoid case—and the fault 
will be traced to him. 
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SHICK’S TEST FOR DIPHTHERIA 
SUSCEPTIBILITY. 


It is now seven years since Shick intro- 
duced his intracutaneous diphtheria-toxin 
test in Von Pirquet’s clinic. And since 
further investigation by a number of ob- 
servers has amply borne out the claims of 
the originator, it might be well to call at- 
tention to some of the results so far ob- 
tained. 

Diphtheria Immunity—Immunity to 
diphtheria may come about through the 
presence in the blood of specific diphthe- 
ria antitoxin, due (1) to “natural” im- 
munity, (2) to the introduction of diph- 
theria antitoxin, (3) to a prior attack of 
diphtheria, and (4) to the presence of 
antitoxin due to the fact that the patient 
is a diphtheria carrier. 

The determination of the presence or 
absence of this diphtheria antitoxin in the 
patient’s blood is the object of the Shick 
test. 

Technique.—A saline solution of the 
products of killed diphtheria bacilli is 
used in an amount 1/50 of the minimal 
dose that is necessary to kill a 250-gram 
guinea pig. It is 1/10 cc. in volume, and 
is injected intracutaneously. At first 
Shick used the old method of Von Pirquet 
in doing the tuberculin skin test, that is 
he scarified the skin and rubbed in the 
diphtheria toxin. However, the intrader- 
mal technique is by far the more prefer- 
able and is the one now in general use. 
A control injection is frequently employed 
in the other arm, and consists of the same 
amount of diphtheria toxin to which has 
been added many times the amount of 
antitoxin necessary to neutralize it. 

Interpretation.—In 24 to 48 hours when 
positive there occurs at the site of injec- 
tion a well defined, reddened, erythemat- 
our area, 1 to 2 cm. in diameter,! which 





1. Weaver, G. H., “The Shick Reaction,” Med. 
Clin. of Chicago, I, 4, p. 660. 
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may exist for six or seven days, gradually 
disappearing, after which it is replaced 
by a brownish pigmentation, and later by 
a desquamation. Pseudo-positive reac- 
tions have a tendency to appear much 
earlier,—within 18 hours,—to disappear 
within a few days, and not to be followed 
by desquamation. 

By the term positive we mean the evok- 
ing of the true reaction. It signifies that 
the patient’s blood per cc. contains less 
than 1/30 of a unit of diphtheria antitoxin, 
and therefore that he is susceptible to 
diphtheria. Hence he should be given 
antitoxin. 

Extent of Susceptibility to Diphtheria. 
It is a recognized fact that fully 50% of 
the total population is immune to diph- 
theria. Just why it should be the case in 
those who have never had the disease is 
not known. A negative test is reliable in 
ruling out those persons who are not sus- 
ceptible to diphtheria. However, the re- 
verse is not true. Those reacting nega- 
tively do not need antitoxin, as they will 
not contract the disease even if exposed to 
it. 

Kolmer’s table showing the percentages 
of those immune, that is those who give 
negative reactions and who are not sus- 
ceptible to diphtheria, is of interest.? 


Age. Park Kolmer Shick 
Under 1 year ~.-.---- 60.0% 88.0% 93.0% 
ito 6 yoars: .......2 34.1% 45.5% 37.0% 
bid 30 YoRnew . 22... 57.5% 42.8% 50.0% 
10" to 45 soars... 74.0% 76.0% 50.0% 
Over 15 years -___-_-. 67.6% 65.0% 90.0% 


Value of the Test.—1. It designates 
those persons who might contract diph- 
theria (that is, those who react positively). 

2. It shows those who certainly will 
not have it even if exposed (namely, those 
giving negative reactions). 

3. It settles the question in doubtful 
sore throat conditions. 





2. Fish, E.: “The Intracutaneous Diphtheria- 
Toxin Reaction of Shick, With Some Of Its Ap- 
plications,” The Providence Med. J., XVII, 2, p. 99. 
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4. It differentiates diphtheria carriers 
from those suffering from clinical diph- 
theria; for the former are saturated with 
their own antitoxin and react negatively. 

5. It is invaluable as a means of select- 
ing immune nurses for diphtheria wards. 

6. It indicates those susceptible to the 
disease and thus prevents epidemics in in- 
stitutions. 

7. It cuts the antitoxin expense in half, 
as the former custom was to inject every 
infant or child upon admission to an insti- 
tution. 

8. It obviates the necessity of injecting 
certain persons susceptible to urticaria, 
asthma, or hypersensitive to horse serum, 
but who are not necessarily susceptible to 
diphtheria. 

9. It may prevent the sensitizing of 
persons to horse serum, who if later inject- 
ed might suffer seriously from allergy or 
anaphylaxis. 





THE HISTORY OF CINCHONA AS A 
THERAPEUTIC AGENT. 

The older text books on Materia Medica 
give several versions of the story of the 
discovery cf the medicinal value of cin- 
chona, yet, though it is one of the most 
valuable of the vegetable drugs and its 
derivatives are in universal use, very few 
physicians today know its romantic his- 
tory. As the story goes it was originally 
found in the swamps lying in the moun- 
tain valleys of Peru, the haunts of the 
dreaded Quichua Indians. In _ their 
primitive torgue the doubling of a syllable 
when it was the name of a plant indicated 
that it possessed medical properties, and 
they called cinchona quin-quin. A party 
of Jesuit missionaries traveling among 
the Indians of Peru had lost many of their 
number by fierce fevers, and the emaci- 
ated remnant despaired of ever reaching 
civilization. At last, exhausted with 
walking and burning with fever, they 
bivouacked beside a bayou which con- 


tained the only water they could hear of. 
This water was stained and made intol- 
erably bitter by the roots of the trees 
along its banks, but there was no other 
water to be had and they, parched with 
fever thirst, drank greedily. In a few 
hours they were surprised to find them- 
selves saturated with perspiration and 
the fever subsiding. It was then they 
learned the name and virtues of the plant 
from the Indians. They remained by the 
bayou several days, drinking the water 
and regaining their strength. Then they 
moved on towards civilization, carrying a 
large supply of the bark, and a scientific 
botanical description of the tree. For 
many years afterward it was known in 
Europe as “Jesuit’s Bark,” and was so 
adopted by regular medicine. The name 
“Cinchona” is accounted for as follows, 
by Mr. Edward Albes, of the Pan-Ameri- 
can Union staff, after the recent meeting 
at Washingion, though not in his exact 
words: 

Two hundred and seventy-eight years 
ago the Countess Ana, wife of Don Luis 
Geronimo Fernandez de Cabrera Boadbilla 
y Mendez, fourth Count of Cinchon, lay ill 
of a fever in her royal castle in Lima, 
Peru. The Spanish Corregidor of Loxa, 
230 miles scuth of Quito, heard of her 
illness and sent to her physician, Juan de 
Viga, “a parcel of a certain kind of pow- 
dered bark, with assurances that it was 
a sovereign remedy and never failing 
specific in cases of intermittent fever.” 

He knew it from personal experience, 
as an old indian of Malacotas had cured 
him of a fever and revealed to him the 
secret of the remedy. 

The medicine was perfectly successful 
in the case of the Countess, and the titular 
name of her husband was thus immortal- 
ized. 

But the name of the gallant Spanish 
Corregidor, which was Don Juan Lopez de 
Canizares, also deserves remembrance, 
for instead of sending his medicine direct- 
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ly to his “lady friends,” with instructions 
how to take it and assurance of a cure be- 
cause he hed been affected precisely as 
she was and it had cured him, sent it to 
her physician, thus proving himself to be 
not only a worthy soldier, but also a 
scholar and a gentleman. Would that all 
modern, impulsive Good Samaritans were 
equally circumspect. 


THE FIRST AID MOVEMENT 


Organized First Aid of course is no new 
thing; for the American Red Cross So- 
ciety, one function of whose work is First 
Aid, was organized by an act of Congress 
no less than sixteen years ago. However, 
interest in the subject seems to have 
waned to a large extent until it became re- 
juvenated through the enthusiastic and 
commendable efforts of Dr. Joseph C. 
Bloodgood,* of Baltimore, when on return- 
ing from Europe at the outbreak of the 
war he suggested to the Surgeon General 
the advisability of calling together a Con- 
ference of representative surgeons from 
the several associations, and from the 
Army and Navy, for the purpose of stand- 
ardizing First Aid. This plan has been 
adopted, and we hope within a short time 
to have one authoritative book on First 
Aid principles instead of twenty which do 
not agree. 

The crying need of a simple, uniform 
system of First Aid is great, even though 
the United States should never again be 
plunged into warfare; for ours in many 
parts is a manufacturing and industrial 
country, where accidents are constantly 
occurring among our toilers, and where a 
little intelligent attention at the time of 
the injury may mean not only the saving 
of limbs but perhaps even of lives. 

STATE-WIDE FIRST AID CONTEST. 

On May 27, 1916, at Birmingham, un- 

der the auspices of the Alabama Safety 








*See Article, Page 644. 
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Association, was held the Second State- 
Wide First Aid Contest. There were en- 
tered fifty-seven teams, of five members 
each, from various mining towns in the 
vicinity. Two were composed of women. 

Keen competition and interest was 
aroused by offering a first, second, and 
third prize for the white men, similar 
prizes for the colored teams, and a first 
and second prize for the women. It is 


worthy of note that the first prizes both 


for white and colored men were won by 
teams representing the same general cor- 
poration, showing the good results among 
the employees of a company whose of- 
ficials are enthusiastic in advocating First 
Aid. 

The affair was under the directorship 
of Dr. W. S. Rountree, of Birmingham, a 
pioneer in the First Aid movement, and to 
whom is often attributed the disputed 
honor of being the founder of organized 
First Aid in America. At any rate, cer- 
tain is it that Dr. Rountree was the first 
to institute organized First Aid in the 
South, the first to introduce it among col- 
ored workmen, and the first to train wom- 
en along that line. He is a man whose 
indefatigable efforts in that direction, to- 
gether with the splendid results which 
have followed, merit the highest praise. 

The Contest, well advertised in the daily 
press and upon the front of street cars, 
drew a large crowd to the Field, thus help- 
ing to popularize some of the fundamental 
principles of the movement. 


BOY SCOUTS AND FIRST AID. 


It is not generally recognized by the 
average physician what a tremendous po- 
tential power for the dissemination of 
knowledge concerning hygiene and First 
Aid is the Boy Scout organization. Under 
competent leadership, these youngsters 
can be made expert in rendering First 
Aid, attending to various injuries, and in 
the approved methods of transferring 
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such patients to the surgeon. As has 
become generally agreed nowadays, equal- 
ly important is the instruction in what 
not to do. 

When one considers the large enrollment 
of the organization, its democratic person- 
nel, and the fact that as adults the mem- 
bers are destined to adopt every conceiv- 
able occupation, it will clearly be seen 
how fruitful of good results will be the 
efforts expended upon the Scouts during 
their plastic age. 

At the Re-Union of Confederate Vet- 
erans in Richmond last year, and at the re- 
cent Re-Union in Birmingham, the work 
of the Boy Scouts unquestionably prevent- 
ed many injuries, and elicited the highest 
praise on all sides. 





PRESCRIPTION “SUBSTITUTION.” 


We have all had occasion to learn only 
too well the meaning of “substitution” in 
our prescriptions. And the questions 
have doubtless presented themselves: 
first, why do druggists substitute? and 
secondly, how can we best prevent that 
annoying and often serious fault? 

The first question can be answered in 
part at least by saying that we tempt the 
pharmacist to substitute by prescribing 
expensive proprietary drugs which are 
identical with official preparations of 
cheaper price. The druggist may not: 
have “Utrotropin,” for example, and may 
use instead “hexamethylenamin,” a U. S. 
P. preparation of like composition and 
much lower cost. Likewise, the doctor 
may specify a particular manufacturer 
where such is not necessary and the drug- 
gist realizing it, disregards his wishes 
and uses whatever he has on hand. 

In replying to the second question, we 
would say that the physician so far as pos- 
sible should stick to U. S. P. and National 
Formulary drugs, and not use either rare 
or proprietary remedies except where 
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clearly indicated. And lastly, he should 
not mention the name of any especial man- 
ufacturer unless he really and truly thinks 
that by so doing he is serving the best in- 
terest of his patient. 





MERGER OF THREE PHILADELPHIA 
MEDICAL COLLEGES. 


For a long time there has been much 
talk and negotiation regarding the merger 
of the three principal medical schools of 
Philadelphia into one still greater institu- 
tion. In a like manner it will be re- 
called that not long since a similar amal- 
gamation was formed in Louisville from 
its four medicai schools. 

Finally, on June 2, 1916, the plan of the 
joint committees of the University of 
Pennsylvania, Jefferson Medical College 
and the Medico-Chirurgical College was 
unanimously adopted by their respective 
boards. It is arranged for each to retain 
its identity to a certain extent. For ex- 
ample, instruction will be continued at 
each school, and trust funds specially 
designating the uses of money are to be 
handled in strict compliance with the re- 
quests of their donors. 

The Medico-Chirurgical is to be known 
as “The Medico-Chirurgical College and 
Hospital, Graduate School in Medicine of 
the University of Pennsylvania.” Under- 
graduate work is to be carried on at the 
University of Pennsylvania and at Jeffer- 
son, the students being allowed to elect 
their instructors in any of the courses of- 
fered at the two colleges. It extends to 
all, the privileges of each institution, in- 
cluding curricula, dormitories, libraries 
and museums. 

The move these colleges have made is 
very commendable. It bespeaks a grow- 


ing tendency throughout the country to 
combine medical colleges, thus enabling 
one to do more effectually the work for- 
merly undertaken by several. 
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THE ELIMINATION OF TUBERCU- 
LOSIS. 


In the New York Medical Record of re- 
cent date there appeared an article en- 
titled: “The Period of Life at Which In- 
fection from Tuberculosis Occurs Most 
Frequently.” It is a strong, well express- 
ed exhibit of the author’s views, not only 
concerning the most usual age at which 
infection occurs but also the means, indi- 
vidual, local and national, which he be- 
lieves might be employed successfully to 
eradicate tuberculosis entirely from the 
country. The author is Dr. S. Adolphus 
Knopf, of New York, whose previous anti- 
tuberculosis work is so widely and favor- 
ably known. The author reached his con- 
clusions from an exhaustive study of sta- 
tistical records, aided by the replies re- 
ceived to letters he wrote to some sixty 
prominent specialists in tuberculosis and 
pediatrics. A few of those conclusions may 
be briefly stated as follows: 


In children under one year of age whose 
conditions were carefully investigated the 
lowest percentage of tuberculosis infection 
was 1%; highest, 9%. From the first to 
the second year from 9% to 50%. From 
the third to the fifth year from 27% to 
75%. From the sixth to the tenth year 
34% to 75%. The organs principally af- 
fected were the lungs and the lymph nod- 
ules. The latent infection develops most 
frequently at the age of from 18 to 30 
years and after that age, from 20 to 35 
years. To successfully combat tubercu- 
losis, the author says, the source of infec- 
tion in childhood must be rendered less 


r 


numerous. Federal and state laws must 
be so amended as to allow reputable physi- 
cians to teach tuberculous families how to 
avoid conception. 

Cases of known tuberculosis must be re- 
ported to health authorities, who should 
have them instructed in ways of preven- 
tion of the infection of other people. Cases 
that are centers of infection must be sent 
to proper sanitoria and boards of health 
should have necessary police power to en- 
force this provision. Tuberculous mothers 
must not nurse their own children but 
healthy wet nurses should be provided, or, 
lacking that, infants must be bottle fed. 
All children under five years old should be 
examined annually for tuberculosis and if 
found infected should be placed in sani- 
toria. Children of school age, or from five 
to fifteen, must be examined anually and if 
infected must be assigned to out-of-door 
schools, ete. Child labor in factories, 
mines, canneries, stores and workshops 
must be abolished. All school pupils, col- 
lege students, apprentices of every sort, 
and employees of every kind, must be ex- 
amined annually, and for those infected 
agricultural or other healthy forms of em- 
ployment must be provided. The forego- 
ing will give some idea of the wide scope 
of effort proposed, but there are several 
more radical items, two of which are state 
insurance and old age pensions. If the day 
ever comes when an effort to eradicate 
tuberculosis becomes ‘really national then 
this article by Dr. Knopf will clearly point 
out many of the steps to be taken. Mean- 
while the way to accomplish it is just to 
keep on trying. 
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Speaking of Operations. 


By Irvin S. Cobb. $.50 net. George H. Doran 
Co., 38 W. 32d Street, New York. 


This article, which first appeared in the Satur- 


day Evening Post and has recently been put upon 
the market in book form, is truly “the funniest 
book ever written about a painful experience.” 
It describes the events leading up to and follow- 
ing an operation in the thoroughly enjoyable 








666 SOUTHERN MEDICAL JOURNAL 


manner peculiar to this well known humorist. 
The awe and wonder which the modern hospital 
and surgical procedure inspires in the lay mind 
is delightfully depicted and the “victim’s” frantic 
efforts to appear gay and unconcerned when a 
multitude of doubts and fears are surging within, 
are side-splitting. The readers of this little book 
are assured of a half hour’s hearty laughter. 





Tobacco Habit Easily Conquered. By M. Mac- 
Levy. Published by Albro Society, Inc., 181 
Lexington Avenue, New York, N. Y. Price, 
$1.25 net. 

This little book, intended for the use of the 
layman who desires to give up tobacco, is written 
in popular style and contains many useful sugges- 
tions not only regarding the harmfulness of to- 
bacco and of how to live while giving up the 
habit, but it gives many valuable hints on per- 
sonal hygiene. 

In the “appendix,” which the author calls “To- 
bacco: The Destroyer,” he gives a compilation 
of evidence to prove that tobacco is one of the 
important causes of the degenerative diseases. 
He quotes from quite an array of medical talent 
and gives a complete bibliography on tobacco. 
The author’s view may be a little extreme, but 
the facts which he presents should be known by 
the public, and particularly by physicians. 





International Clinics 
Published quarterly. Twenty-fifth series, Vols. I, 

Il and IV, and Twenty-sixth series, Vol. I. 

Philadelphia and London: J. B. Lippincott Co. 

Price, $2.00 per volume. 

They contain a fair proportion of really excel- 
lent articles upon the various branches of medi- 
cine. It is, therefore, sufficient to say that these 
numbers are well up to the usual standard of the 
“Clinics,” which is high. 





The Work of Our Hands 
A Study of Occupations for Invalids. By Herbert 

J. Hall, M.D., and Mertice M. C. Buck, 211 

pages. Illustrated. New York: Moffat, Yard & 

Co., 1915. 

The very important question of occupations for 
partial and complete invalids, both indigent and 
affluent, is thoroughly handled in its many phases. 
It throws much light upon the absorbing problem 
which confronts hospitals, physicians and social 
workers. It shows how workrooms in connec- 
tion with hospitals can be self-supporting and can 
serve to teach convalescents useful occupations. 
This applies equally well to private institutions 
where the patients are well-to-do. 





A Mechanistic View of War and Peace 
By George W. Crile. Edited by Amy F. Rowland. 
Illustrated. 105 pages. New York: The Mac- 
millan Co., 1915. 


Crile attempts to explain war from a mechan- 
istic standpoint, and upon a phylogenetic and 
ontogenetic basis. ‘The actions of man are the 
result of adequate stimuli, and however indirect 
the stimulus or the response, the activated me- 
chanism and the form of its response are of an- 


cient phylogenetic origin «and have been woven 
into the web of life. War is the end ef- 
fect of the action patterns previously established 
in a people. Thus through the ages has 
been established within the brain of man the 
phylogenetic action patterns of killing, equaled 
in their intensity not even by the phylogenetic 
action patterns of procreating. The action pat- 
terns of killing are the product not of phylogeny 
(species experience) alone, but of ontogeny (in- 
dividual experience) also.” 

As a military surgeon at one of the base hos- 
pitals in France, Dr. Crile had abundant oppor- 
tunity to become thoroughly familiar with the 
situation. His explanation of the war in term of 
his old hobby, the so-called “kinetic system,” is 
most interesting. The timely nature of the sub- 
ject, as well as the pleasing style in which it is 
handled, render the little book the most readable 
work upon the war which we have seen. 





Physiological Chemistry 


A Text-Book and Manual for Students. By AIl- 
bert P. Mathews, Ph.D., Professor of Physio- 
logical Chemistry, University of Chicago. 1040 
pages. Illustrated. New York: William Wood 
& Co., 1915. $4.25. 

In no branch of medicine, or in its allied sci- 
ences, has there been more rapid development 
than in Physiological Chemistry. Our ideas are 
constantly being changed’ as new investigation 
is being published. 

The volume under discussion in concise form 
contains the conclusions of all the important re- 
search to date. Dr. Mathews is not content in 
stating these deductions, but usually gives the 
evidence upon which his opinions are based. It 
is a comprehensive treatise upon an important 
subject, handled by a master. 





The Physician’s Visiting List 

Philadelphia: P. Blakiston’s Son & Co., 1916. 

Besides a calendar, table for calculating dates 
for labor cases, dose table, etc., it contains blank 
leaves for a visiting list, memoranda, addresses 
of patients and nurses, accounts asked for, mem- 
oranda of wants, obstetric engagements, vaccina- 
tion engagements, record of births, deaths, and 
cash account. It is a useful little pocket edition 
in a soft-leather binding. 





A Reference Handbook of the Medical Sciences 


Embracing the Entire Range of Scientific and 
Practical Medicine and Allied Science. Edited 
by Thos. Lathrop Stedman, A.M., M.D. Vol. 
VI. Third Edition. 967 pages. Illustrated. 
id York: William Wood & Co., 1916. Cloth, 

00. 


The sixth volume of this already well-known 
work appears as a fitting companion for its fel- 
lows. The edition has been thoroughly revised 
and rewritten. A notable list of names is included 
among the contributors, which serves as a guar- 
antee for the accuracy and authoritativeness of 
the information. The work seems to be complete 
and well gotten up. It is invaluable as a refer- 
ence book. 
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ALABAMA. 


The item regarding typhoid fever epidemic at 
Florala which appeared in our June issue was an 
error. There has been no such epidemic as stated. 
The item did not belong under the Alabama head. 
The Journal regrets the injustice thus done the 
little city of Florala. 

Impounded waters of parts of Alabama, Geor- 
gia and Florida were inspected by Surgeon-Gen- 
eral H. R. Carter, U. S. P. H. S., during May. 

The whole State has been aroused over the 
epidemic of rabies which has recently spread so 
rapidly. An earnest appeal has been made by 
the health authorities for the muzzling of all dogs; 
and numbers of people who have been bitten are 
receiving the prophylactic treatment at the Pas- 
teur Institute in Montgomery. At Mobile, during 
the recent meeting of the State Medical Associa- 
tion, resolutions were adopted supporting the 
passage of a State law requiring the muzzling of 
all dogs. 

Monday, May 15th, marked the beginning of 
the enforcement of Tuscaloosa’s sanitary law. 

At Mobile a clean-up squad has been appointed 
from the police department, whose duty it shall 
be to inspect all premises and other property and 
see that the city sanitary laws are rigidly en- 
forced. 

Deaths. 


Dr. R. L. Bowcock died at his home in Annis- 
ton on May 16th. He was a prominent physi- 
cian and surgeon of that city and one of its pio- 
neer citizens. 

Dr. E. R. Burns died of tuberculosis in Texas. 
His remains were interred in Cullman, where he 
formerly lived. 





ARKANSAS. 

After having been convicted of performing a 
criminal operation, sentenced to the penitentiary 
and later pardoned by the Governor, Dr. P. D. 
Whitehead, of England, had his license revoked 
by the Allopathic State Medical Board. This 
board examined 36 applicants for license to prac- 
tice in the State at its meeting held May 10th. 

At Little Rock, on May 11th, sixteen graduates 
in medicine and five graduates from the School 
of Pharmacy of the University of Arkansas were 
awarded diplomas. 

Surgeon T. Clark investigated the condition of 
school hygiene in Little Rock on May 10th. 

At Texarkana about 150 members of the State 
Medical Association were in attendance at the 
fcertieth annual session held May 2d, 3d and 4th. 
Dr. M. Norwood, of Pine Bluff, was elected Presi- 
dent for the coming year. Other officers elected 
were: Vice Presidents, J. M. Lemons and J. L. 
Purifoy, Pine Bluff, and W. R. Brocksher, of Fort 
Smith; Secretary, C. P. Meriwether, Little Rock; 
and Treasurer, W. R. Bathhurst, Little Rock. 
The 1917 convention will be held in Little Rock. 

Deaths. 

Dr. Guy Black died at his home in Pocahontas 
at the age of/ 40 years. 

At Texarkana, Dr. T. J. Draper died of paralysis 
in a local hospital on May 7th. 


NEWS 


DISTRICT OF COLUMBIA. 

Past Assistant Surgeon Paul Preble, Epidemi- 
ologist A. W. Freeman and Sanitary Engineers 
J. K. Hoskins and R. E. Tarbett, all of the United 
States Public Health Service, were sent into the 
states north of the Potomac and points along the 
watershed of the Ohio River in connection with 
the investigations of stream pollution. 

At Washington, if the formulated plans are put 
into operation, there will be a series of model 
houses built to demonstrate to the nation the 
close association between good houses and good 
health. 

At Washington, the: American Congress of Phy- 
sicians and Surgeons held its tenth triennial 
meeting from May 10th to 12th. 

At the twentieth annual banquet of the Wash- 
ington Medical and Surgical Society on May 9th 
loving cups were presented to Drs. Van Sweringen 
and Frank E. Gibson as a token of appreciation 
for their faithful services to that body. 

Deaths. 

Dr. Luther M. Ferguson, whose commission of 
Lieutenant in the Army Medical Corps was pend- 
ing, after having graduated from the Army Med- 
ical School, was killed on May 22d by a horse, 
which he was riding, falling on him. He was 28 
years old and had an appointment in the Walter 
Reed Army Hospital. 





FLORIDA. 

At Miami, the boys and girls of the city are 
competing for a prize in a fly swatting contest. 
The prizes offered are $10.00, $7.50 and $5.00 for 
those presenting the greatest number of dead 
flies. 

At Tampa, a monument to the memory of Dr. 
John P. Wall is being contemplated. He was 
the State’s first health officer and credit is due 
him for a great deal of the civic and sanitary 
growth of the city in which he lived. 

At Arcadia, on May 10th, the Florida Medical 
Association convened. The Association will meet 
at Atlantic Beach for its 1917 session. The 
following officers were elected: President, Dr. 
E. W. Warren, of Palatka; First, Second and 
Third Vice Presidents, Dr. J. A. Simmons, Arca- 
dia; Dr. E. V. Hood, Ocala; Dr. John Long, Lake 
City. Dr. Graham Henderson continues as Secre- 
tary to fill his unexpired term. 

From the reports of the Census Bureau collected 
by the State Health Officer, it appears that the 
death rate of the State from typhoid fever is 
very high, being twice that of the average of 
the Registration Bureau, but the death rate from 
diphtheria is low. 

At St. Augustine, Dr. S. G. Worley has won 
his suit for $126,000 against the Florida East 
Ccast Railway for his salary while chief surgeon 
of that company. 

The Florida State Board of Health is rigidly 
enforcing the law requiring the screening of all 
foodstuffs against flies and other insects. 





GEORGIA. 
In Irwin and Tift Counties, which make up the 
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new sanitary district provided for by recent act 
of the General Assembly of the State of Georgia, 
Dr. A. G. Fort, District Commissioner of Health, 
has launched a general health campaign. 

At the Battle Hill Tuberculosis Sanitarium a 
moving picture machine has been purchased to 
be used for the purpose of keeping the patients 
amused. It will also be used to spread the gos- 
pel of heaith in the Negro districts of Atlanta. 

At Valdosta, earnest work is being done by the 
city sanitary department in an effort to rid the 
community of mosquitoes. 

Atlanta has begun her annual battle against 
the fly. One hundred and thirty fly traps have 
been placed in different parts of the city. 

For the purpose of studying the sanitary condi- 
tions, Field Investigators Burgh S. Burnett and 
Samuel Saunders, of the State Board of Health, 
were in Rome on May 8th. 

At Atlanta, from the recent report of the Anti- 
Tuberculosis Society, it is evident that this be- 
neficent organization is doing a great and ever- 
widening work. 

At Atlanta, on May 12th, Dr. Seale Harris, of 
Birmingham, conferred with the committees from 
the Fulton County Medical Society for the pur- 
pose of formulating plans for the meeting of the 
Southern Medical Association which is to be held 
in that city November 13th to 16th. 

At Rome, for the purpose of promoting the 
work of public health, an organization was per- 
fected on May 20th. It is hoped that a public 
health nurse will be placed in the field at a very 
early date. 





KENTUCKY. 


At Carrollton, on Wednesday, May 10th, there 
was held a meeting of the Eagle Valley Medical 
Society. 

The measure providing for the yearly medical 
examination of all the teachers in the city schools 
was unanimously passed by the school board of 
Paducah on May 5Bth. 

At Louisville, the twelfth annual convention of 
the Kentucky State Association of Railway Sur- 
geons was held on May 11th and 12th. The fol- 
lowing officers were elected: Dr. M. EH. Alder- 
son, Russellville, President; Vice Presidents, Dr. 
John Streigler, Elizabethtown; Dr. R. Lee Bird, 


Covington; Secretary-Treasurer, Dr. C. H. Vaught, - 


Richmond. 

At Paducah, May 9th, the Southwestern Ken- 
tucky Medical Association convened. The of- 
ficers for the ensuing year are as follows: Dr. 
E. B. Willingham, Paducah, President; First and 
Second Vice Presidents, Dr. J. F. Kirksey, Se- 
dalia, and Dr. O. R. Kidd, Paducah; Dr. E. W. 
Jackson, Paducah, was elected Secretary; and Dr. 
H. G. Reynolds, Paducah, re-elected Treasurer. 
Dr. H. T. Hocker was elected Historian for life. 

Very impressive memorial services were con- 
ducted in Louisville on May 15th, when a tablet 
was dedicated to the memory of Dr. Ap Morgan 
Vance. This tablet was placed in the Children’s 
Free Hospital, where he had devoted so many 
years of useful, untiring service to the poor chil- 
dren of the city. 


Deaths. 


Dr. Fletcher Smith, at the age of 96 years, died 
at his home in Dover on May 17th. 


At Spoftsville, after a long period of invalidism 
from paralysis, Dr. Frank Grider died on May 9th. 

Dr. Thomas McCarty died suddenly on May 9th 
at the age of 72. 

Dr. A. A. Simmon, of Cloverport, died May 7th 
after a year’s illness. 





LOUISIANA. 

At New Orleans, Surgeon R. H. Creel has been 
transferred from his post in that city and piaced 
in charge of the Division of Foreign and Insular 
Quarantine in Washington. 

At New Orleans, on May 23d, Dr. S. W. Stafford 
was found unconscious in his car from an attack 
of acute indigestion. After several hours’ un- 
consciousness, he finally recovered, and it is re- 
ported that he is improving rapidly. 

At Bastrop, an anti-malarial survey was con- 
ducted on May 10th by Surgeon R. H. Von Ezdorf 
and Mr. La Prince, both of the United States Pub- 
lic Health Service. 

At Shreveport, an active campaign for the en- 
forcement of the sanitary laws is being carried 
out, eight charges having already been filed 
against the violators of the health laws. 

At New Orleans, because the Dock Board has 
failed to comply with orders issued previously, 
to the effect that the employees on the docks 
should be supplied with filtered drinking water, a 
further notice has been given with the threat of 
immediate prosecution if not complied with. 

At New Orleans, the Southern Oil Company 
has been threatened with prosecution by Dr. Os- 
car Dowling for violating the obnoxious odor 
clause of the public health laws. 

At New Orleans, on May 17th, there was formed 
a new organization to promote the interest of 
public health work. The name of the new or- 
ganization is “The New Orleans Public Health 
and Visiting Nurses’ Association.” 

An indictment has been issued against Dr. Wil- 
liam Hincks, of New Orleans, charging him with 
aiding addicts to procure narcotics in unreasonable 
quantities. 

At Grand Cane, when his automobile was 
struck by a train, Dr. J. L. Leopold and son re- 
ceived painful injuries. 

Dr. J. M. Bodenheimer, Shreveport, Secretary 
of the Tri-State Medical Society of Arkansas, 
Louisiana and Texas, has announced that three 
gold medals will be given for the best papers on 
some original work read before the annual meet- 
ing of the Society at Texarkana next December. 
Titles of the papers must be in the hands of the 
Secretary by December Ist. 

Deaths. 

While doing research work on the border be- 
tween Guatemala and British Honduras, Dr. Moise 
Lafleur, of Opelousas, mistaken for a revolution- 
ist by the Guatemalan soldiers, was fired on and 
killed. 





MARYLAND. 

Past Assistant Surgeon E. A. Sweet, U. S. P. 
H. S., has been ordered to Baltimore for duty in 
connection with the Safety First Train. 

Thirty thousand dollars is to be raised for the 
Harriet Lane Home for Invalid Children. 

At Baltimore, the amount of $150,000 has been 


(Continued on Page 26) 
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Do YOU have hay fever? 


“Dr. W. A. K., aged 40, had had autumnal hay-fever 
for fifteen years, and slight asthma recently. July 7 
(1915), calcium chloride was prescribed, | gm. three 
times a day. 


Patient reported in October that he had experienced 
only trifling symptoms at any time during the season.” 


(See J. A. M. A., March 4, 1916.) 


To get the best results and no gastric disturbance 

you will find it advantageous to prescribe our 

Elixir Chloro-Calcium—five grains of the c. p. salt 

to the fidrm.—the only preparation of calcium chloride 
that every stomach will readily retain. We have just 
compiled some interesting clinical data on hay-fever; 
may we send you a free copy 
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Wassermann Test, $5.00 


The classical test is made. The various modifications will be made upon re- 
quest without additional charge. 


Sterile container with needle and complete instructions sent upon request. 
Examination of Pathological Tissue $5.00 
Slides of section sent upon request. 


Complement Fixation Test for Gonorrohea $5.00 


is of especial value as an aid in diagnosis of arthritis. 


Mercurial.(Grey) Oil $1.50 


Is used as an adjunct in the treatment of syphilis. Each syringe contains 20 
minims. Credit of 50c on the return of syringe. 
SEND FOR FEE LIST 


NATIONAL PATHOLOGICAL LABORATORY 
New York: 18 E. 41st Street. Chicago: 5 S. Wabash Ave. 
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donated to the Johns Hopkins University for the 
purpose of conducting research work looking to- 
ward the discovery of the cause, treatment and 
probability of a cure for epilepsy. 

At Baltimore, equipped with motion picture ma- 
chine, tent and other accessories, R. C. Powell 
and Alden Anderson began a tour of the State in 
a health crusade against tuberculosis. They set 
out on May 15th and will give moving picture 
lectures and demonstrations over the entire State. 

Deaths. 

Harry C. Jones died of cerebral hemorrhage at 
his home in Baltimore on April 9th. He was for 
twenty-one years a member of the faculty of 
Johns Hopkins University, holding the chair of 
Physiological Chemistry in that institution. 

Dr. Joseph S. Baldwin died at his home in Bal- 
timore on the 8th of May. 





MISSISSIPPI. 

At Jackson, on June 20th and 21st, applicants 
for license to practice medicine in the State were 
examined by the State Board of Examiners of 
Mississippi. 

At Greenville, the Mississippi State Medical 
Association convened on May 9th, 10th and 11th. 


The following officers were elected: President, 
T. M. Dye, Clarksdale; Vice Presidents, T. W. 
Regan, Union; R. C. Smith, Dwiggins; R. A. 


Strong, Pass Christian; Secretary, E. F. Howard, 
Vicksburg; Treasurer, J. M. Buchannon, Meridian. 
Jackson was selected as the place of meeting in 
1917. 

At Jackson, there have been treated this sum- 
mer sixty cases for immunization against the bite 
of rabied animals. The epidemic is said to be 
spreading rapidly over the State and steps are 
being instituted to control the further spread 
among animals. 

At Coldwater, there has been a marked increase 
in the number of cases of pellagra extending 
throughout the county. The Negroes have been 
the greatest sufferers in the present epidemic. 

At Meridian, during a ten days’ stay, beginning 
Monday, May 21st, Mr. G. B. Taylor, of the De- 
partment of Agriculture at Washington, worked 
in co-operation with the Health Department in an 
endeavor to secure better milk for the city. 

Deaths. 

Dr. Ed. R. Bragg, of Biloxi, died at his home 
on May 12th. Dr. Bragg was 45 years old and is 
survived by his wife and two children. 





NORTH CAROLINA. 

At Asheville, Dr. D. E. Sevier conducted a 
county-wide anti-typhoid campaign, administering 
the preventive vaccine to all applicants. 

Dr. D. G. Cooper, of the State Board of Health, 
in his anti-typhoid campaign, gave prophylactic 
injections to over 1,300 people in Bladen County. 

Dr. M. R. Gibson, of Raleigh, is in New York 
attending various eye, ear, nose and throat clinics. 

Deaths. 

Dr. J. C. Johnson died at Durham, in the Watts 

Hospital, on May 7th. 





MISSOURI. 
At Kansas City, City Health Commissioner, Dr. 
Paul Paquin, 


is seriously ill from tuberculous 


meningitis, which was contracted in his health 
work in that city. 





OKLAHOMA. 

At Oklahoma City, 250 delegates were regis- 
tered at the twenty-fourth annual meeting of the 
State Medical Association during the first day. 
The following officers were elected: Dr. Chas. 
R. Hume, Anadarko, President; Vice Presidents, 
Dr. Fowler Borden, Mangum; Dr. A. R. Lewis, 
Ryan; Dr. Horace Reed, Oklahoma City. Dr. M. 
A. Kelso, Enid, was elected as delegate to the 
American Medical Association. Lawton-Medicine 
Park was selected for the 1917 session of the As- 
sociation. 

Deaths. 

Dr. W. W. McDonald, formerly of Meridian, 
Miss., and a graduate of the Mobile School of 
Medicine, died at his home in Sayr, Okla. 

Dr. William Brinson, of Kent City, was killed 
in the cyclone which swept that section on May 
20th. 





SOUTH CAROLINA. 

At Spartanburg, on May 3d, there was an in- 
vestigation. of pellagra conducted by Assistant 
Surgeon W. F. Tanner, Assistant Surgeon M. H. 
McNeil and Assistant Epidemiologist D. G. Wil- 
lets, all of the United States Public Health Serv- 
ice. 

At Columbia, Past Assistant Surgeon R. M. 
Grimm and Surgeon C. H. Lavinder, both of the 
U. S. P. H. S., examined the patients in the Ep- 
werth Orphanage for the purpose of determining 
the incidence or recurrence of pellagra. 

At Columbia, the State Laboratories are ad- 
ministering the prophylaxis against hydrophobia 
to increasing numbers of patients. The disease 
is on the increase throughout the State. 

The health survey, recently conducted in Green- 
ville County by the United States Public Health 
Service, has been productive: of great good by 
cutting down the incidence of typhoid fever in 
the rural communities and in many other ways. 

Deaths. 

Dr. Henry Horlbeck, of Columbia, died at Sum- 
merville on May 4th at the age of 43 years. Dr. 
Horlbeck was formerly of Charleston and his 
remains were removed to that place for inter- 
ment. 





TEXAS. 

At Rio Grande, the health authorities have 
been aided in their fight against typhus fever by 
Acting Assistant Surgeon George D. Fairbanks, 
0, 8. PP. BB: 

At Galveston, the Texas State Medical Asso- 
ciation convened on May 9th, Dr. G. H. Moody, 
San Antonio, presiding. The following officers 
were elected: Dr. E. H. Cary, Dallas, President; 
First, Second and Third Vice Presidents, Dr. R. 
Y. Lacy, Pittsburg; Dr. C. R. Johnson, Gaines- 
ville; Dr. W. L. Brown, El Paso. Dr. Holman 
Taylor was re-elected to serve his third term as 
Secretary and Dr. W. L. Allison, Fort Worth, was 
re-elected to serve in the office of Treasurer. 
The Association will meet next year in Dallas. 

At Beautmont, Dr. A. L. Lincecum, of the City 


(Continued on page 28) 
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Straining at Stool 


is minimized, and often overcome, by the judicious use of INTEROL, which 
softens the fecal mass, and lubricates it all along the colon and rectum, past the 
sphincter, without irritating or abrading the mucosa. 


Thus, there is less danger of ulceration; bowel evacuation is facilitated, and 
the patient made happy on this latter account alone,—entirely aside from 
INTEROL’S beneficial relation to the accompanying autotoxemia. 


Also, INTEROL is of great comfort to the patient suffering from hemorrhoids 
or fissures, because it makes the fecal mass soft and plastic, so that it is passed 
with less difficulty and discomfort, and congestion is relieved. For these 
reasons, INTEROL* has been suggested as a prophylactic measure of these 
conditions, both for adults and children. 


*INTEROL is more than “ordinary mineral oil’’: (1) it possesses effective lubricating body 
so that it clings to the fecal mass—INTEROL has efficient ‘‘spread and mix” properties 
(2) no “lighter” hydrocarbons to disturb the kidneys (3) no sulphur compounds to disturb 
digestion (4) no odor or flavor, so that the patient can take it and derive its benefit. 


Pint bottles at druggists. *INTEROL booklet on request. 
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are relieved by applying 


K-Y Lubricating Jelly 


that we feel we owe it to our patrons to 
direct their attention to the usefulness 
of this product as a local application, 
as well as for surgical lubrication. 

No claim is made that K-Y Lubricat- 
ing Jelly will act with equal efficiency in 
every case; but you will secure such 
excellent results in the majority of 
instances that we believe you will con- 
tinue its use as a matter of course. 


NO GREASE TO SOIL THE CLOTHING! 
Collapsible tubes, 25c. Samples on request. 


VAN HORN anv SAWTELL 
15-17 East 40th Street, New York City 





much thanks,’ 


said Hamlet. 


So also says the patient who has just 
used the 


K-Y ANALGESIC 


you told him to get 
from his druggist 


FOR THE LITTLE ACHES 
OF EVERY-DAY LIFE,— 


little aches where a hypodermic would 
be too much, and where the pain is 
also too much for the patient. In such 
conditions, 


K-Y ANALGESIC 


is an agreeably efficient middle course. 
No grease to soil the linen. Washes off 
in water. 


Collapsible tubes, 50c., druggists. 
Booklet and sample on request 


VAN HORN anp SAWTELL 
15-17 East 40th Street, New York City 
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(Continued from page 26) 
Health Department, has had remarkable success 
in his campaign against rats. A price of 10 cents 
was offered for each rat killed. 

At Beaumont, the Board of Health has sub- 
mitted a very pertinent report to the City Council 
which it is hoped will encourage the enforcement 
of more rigid health laws. 

At a meeting of the Hill County Medical So- 
ciety a resolution was adopted opposing any 
change of the State laws governing the practice 
of medicine whereby the Optometrists and Chiro- 
practitioners might gain recognition. 

The University of Texas, at Galveston, is con- 
ducting a short course for health officers. There 
are forty matriculants and more are expected. 

A thorough health survey is being conducted in 
Leon County. 

Deaths. 

Dr. J. S. Hill, 52 years of age, died at his home 
in Greenville on May 21st after a year’s illness. 

Dr. Richmond McKinney, of Memphis, at the 





TENNESSEE. 
american Laryngological, Rhinological and Oto- 
logical Society, which met at White Sulphur 
Springs, W. Va., was elected Chairman of the 
Southern Section of that body. 

There was a meeting of the physicians of the 
C., C. & O. Railway at Erwin on May 11th for 
the purpose of organizing an association of the 
surgeons of that road. 

At Jackson, on May 18th and 19th, the regular 
apnual session of the West Tennessee Medical 
Association was held. The next meeting will be 
held at Martin in 1917 and the following officers 
were elected for the coming year: President, 
Dr. J. C. Paris, of Rutherford; Vice Presidents, 
Dr. T. E. Sawyer, of Martin, and Dr. Robert Mann, 
of Memphis; Dr. I. A. McSwain, of Paris, Secre- 
tary-Treasurer. 

At Lewisburg, the forty-fourth annual conven- 
tion of the Middle Tennessee Medical Association 
convened May 17th. The officers elected were 
as follows: President, Dr. Scott Farmer, of Cook- 
ville; Secretary, Dr. John A. Witherspoon; Treas- 
urer, Dr. Olin West. 


On May 20th Surgeon John McMullen, U. S. P. 
H. S., began a tour of the State for the purpose 
of determining the site for the erection of the pro. 
posed Government trachoma hospital. 

There will be a measure introduced at the next 
meeting of the Legislature providing for the au- 
thorization of a department of sanitary engineer- 
ing to be connected with the department of pub- 
lic-health of the State. 

At Chattanooga, plans have been inaugurated 
by the Tuberculosis Association for the enlarge- 
ment of the Sanitorium at’ Pine Breeze. 

At Chattanooga, a statement has been issued 
by the City Physician to the effect that careless- 
ness of parents is responsible for the alarming 
spread of scarlet fever in that city. 

At Memphis, the City Commission has adopted 
resolutions pledging its support in the move- 
ment to induce the Legislature to appropriate 
sufficient funds for the maintenance of the Med- 
ical Department of the University of Tennessee 
situated in that city. 

Deaths. 

Dr. J. M. Padden died at his home in Nashville 
on May ¢th at the age of 75 years. 

Dr. A. E. Dawson died at his home in Jersey on 
May 24th at the age of 37 years. 


VIRGINIA. 


The Norfolk and Western Demonstration Farm 
at Ivor will be bought at the price of $12.00@ vy 
the State Board of Health for the purpese of 
instituting a colored tuberculosis hospital. 

Assistant Surgeon-General H. R. Carter was in 
Dinwiddie County on the 1st of May conferring 
with the local health authorities. 

At Newport News, at a meeting of the Virginia 
Public Health Association on May 10th, the fol- 
lowing officers were elected: President, Dr. En- 
nion G. Williams, Richmond; Dr. C. C. Hudson, 
Danville, Dr. W. H. Heck, University of Virginia, 
First and Second Vice Presidents, respectively; 
and for Secretary-Treasurer and Assistant, Dr. 
W. Brownley Foster, Roanoke, and Dr. R. H. 
Flannigan, Richmond. 
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The Same Milk Route 

A small boy was asked one day to account for 
his absence from school the day before. “Be- 
cause Dr. Green brought a new baby to our home, 
and I had to help with the house work,” was his 
excuse. 

Thereupon another little boy remarked enthusi- 
astically, “We take off’n him, too.”—Exchange. 





A New Obesity Cure 


A medical student in the Johns Hopkins Dis- 


pensary was once taking the history of a foreign 
patient. 
“What is your chief complaint?” he asked. 
“Doctor,” she replied in a distressed tone, “I 
fall avay from my flesh!” 


Moral Twisted 

The telephone in a physician’s office rang madly, 
says “Current Opinion,” and the following con- 
versation took place: 

“We want the doctor, quick!” 

“Who’s sick at your house?” 

“Everybody except me. I’d been naughty, so 
they wouldn’t give me any of the nice mush- 
rooms Papa picked in the woods.”—Exchange. 





Needed a Veterinarian 
“Doctor,” said he, “I’m a victim of insomnia. 
I can’t sleep if there’s the least noise, such as a 
cat on the back fence, for instance.” 
“This powder will be effective,’ replied the 
physician, after writing a prescription. 
(Continued on page 30) 








SOUTHERN MEDICAL JOURNAL 


29 














TU 


zl] 








One Pound of 
Rich, 
Ripe Grapes 


furnishes cream of tartar sufficient 
to make the Royal Baking Powder 
required to raise a dozen tea biscuits. 


ROYAL 


BAKING POWDER 


has been used for generations in homes where food 
of the highest quality is served. It is made from 
Cream of Tartar—a natural food 
element—as contrasted with mate- 
rials from mineral sources, such as 
alum and phosphate, used in 
cheaper baking powders. 






The most eminent scientists and food authorities 
are on record to the effect that a Cream of Tartar 
baking powder is the most satisfactory because of 
its healthful properties. It leaves no unwholesome 
residues and renders the food appetizing and 
digestible. 


ROYAL BAKING POWDER CO., New York 
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(Continued from page 28) 
“When do I take it, doctor?” 
“You don’t take it. You give it to the cat ina 
little milk.”—Exchange. 





Not a General Practitioner 

Christian Science is a good nerve doctor, but a 

quack as a bonesetter.—Exchange. 
As Others See Us 

“5 . . I tell you, Henry, if Lester would 
have on him a good head, I would make from him 
a doctor.’ 

“Go on!” exclaimed Henry. “Don’t you want 
your boy to enjoy life? A doctor’s life ain’t no 
life, it’s a prison. When he’s a young doctor he’s 
got to sit and wait, maybe a customer will come 
around; and when he’s an old doctor they wait 
for him and don't let him out.” 

“But see what an honor it is,’ maintained 
Markowitz. “Everybody calls you doctor and 
when I would go on the street everybody would 
say ‘Here goes Mr. Markowitz, Dr. Markowitz’s 
father, what saved So and So’s life.’ 

“What’s the- metziah about a doctor?” asked 
Henry. “They don’t make so much money like a 
manufacturer.” 

“Don’t say that, Henry!” exclaimed Markowitz. 
“If they got luck they make much more. Take 
Dr. Gold for a sample. For three years he was 
sitting in his office and had to put in a half a 
dozen new seats in his chair. He was doing not- 
ting, except play pinocle with the dentist up- 





stairs, and the money he got from his father-in- 
law was getting so low like the gas by the end 
of a quarter meter. But one day, on a Friday 
night, when he had already made up his mind to 
go back to insurance, by accident it happened 
that there was an accident next door.. A soitan 
Mr. Fink, what lived there, was eating his gefulte 
fish in a hurry, because his whole family wanted 
to get seats by the moving pictures, and a bone 
got stuck in his throat, so that he commenced to 
choke. His wife and the children made a gewald, 
their doctor came around and then an ambulance, 
but none of them could do notting. Mr. Fink was 
getting woise and woise. When our Dr. Gold saw 
the ambulance, he also run into Fink’s house 
even if he wasn’t called. When Mrs. Fink saw 
him, she commenced to cry and holler ‘Doctor! 
Doctor! try to save my husband!’ So Dr. Gold 
went over and put his finger in Fink’s mouth, 
and it happened to his luck that the fish bone 
came out.‘ Since then Dr. Gold has become a 
throat specialist! In the whole neighborhood 
everybody is talking what a great professor Dr. 
Gold is, how all the doctors gave up Mr. Fink’s 
life and that Dr. Gold saved him. If you would 
pay a press-agent a million dollars he couldn’t do 
no better than Mrs. Fink and the Fink family. 
Dr. Gold has gone higher and higher and now is 
a specialist on the nose and ear also. He keeps 
a trained noise in his office with two telephones, 
an otomobile with seven passengers and eight 
cylinders; and I hoid yesterday that his wife is 
going for a vacation to Reno. ... ”—Ex- 
change. 





Leucocyte Exreact Soups 


Prepared from healthy leucocytes according to Hiss. Indicated in 
general acute systemic infections where bacteriological diagnosis is 
uncertain. Also used in conjunction with the specific serums and vac- 
cines in the treatment of Erysipelas, Meningitis, Lobar Pneumonia, 





Septicemia, Pyemia and Furunculosis. 








No contra-indications are known. 


For clinical reports address: 
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The Brown Sphygmomanometer is ‘a new idea in instruments 
for the determination of the Systolic and Diastolic Blood Pressures. 
It contains the only all glass Manometer tube out of which mercury 


cannot be shaken._ 
rubber or metal substance or with anything save glass-. Very light 
and compact, size 13 x 334 x 2/4. No connecting up to do and 
always ready to use. Price $13.50. 


Doster-Northington Drug Company, Birmingham, Ala. 
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Occasionally breast-fed ba- 
bies without apparent rea- 
son show a steady loss in 
weight and_ strength. 
Intelligent investigation 
usually lays the blame to 
faulty diet. 


Gout 7S orelen 


EAGLE 
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on account of its wholesomeness, 
palatability, uniformity of compo- 
sition, as well as ease of assimi- 
lation and simplicity of prepara- 
tion, will be found by clinical 
trial to be of great value in these 


cases of impaired nutrition. 


Send for Samples, 
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52-page book, 


Mailed upon 
request. 


Borden’s 


“se me est : 
ekncerPresewro man wit woe | Condensed Milk 
a 


id for additio' si Poa 
ition, each 1abe el! 


Sel Company 
Laut «oo Est. 1857 


108 Hudson Street 
New York 





‘“Baby’s Welfare’’ 

















Bran Made 
Tempting 


A Luxury Dish—25% Bran 


We were told by authorities that 
bran, to be efficient, should be in 
flake form. 

We were told that most bran 
foods, while they met the require- 
ments, lacked appeal to the palate. 
Not being inviting, they were not 
long continued. 

And that what was wanted was 
a likable, efficient, every-day bran 
food that did not suggest a diet. 

Those same authorities say that 
in Pettijohn’s we have perfectly met 
those requirements. 

We took a whole-wheat food 
which, for 20 years, had been a 
favorite morning dainty. And we 
rolled into those flakes 25 per cent 
unground bran. 

We know you will find here your 
ideal of a bran food. And it will 


always be a welcome prescription. 


Pettijohns 


Rolled Wheat with Bran Flakes 


This is soft, favory wheat rolled into luscious 
flakes hiding 25 per cent of unground bran. Can 
be cooked in 20 minutes. 15c per package. 

Pettijohn’s Flour is another bran product. 
It is 75 per cent fine patent flour mixed with bran 
flakes—25 per cent. To be used like Graham 
flour in any recipe. 25c per large package. 


The Quaker ( Oats @mpany 


hicago (1351) 
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Pathological Tissue Examination - - - $5.00 | oe 





Surgical diagnosis on specimens of tissue 
may be obtained promptly by frozen sec- 
tion on same day specimen is received. 


Send for booklet of instructions how to forward 
tissue and other specimens for examination. 


Our names and reputations stand back of our work. 








RALPH W. WEBSTER, M. D., Ph. D. ; 
Director of Chemical Department 


THOMAS L. DAGG, M. D. 
Director of Pathological Department 


C CHURCHILL CROY, M. D. 
Director of Bacteriological Department 

















Look for the RED HEART on the bottle label—no RED HEART, it’s not Stafford. 


STAFFORD WATER 


The BO-GA-HA-MA (Water of Life) of the Indians 
DIURETIC 
DILUENT 
APERIENT 
HEMATIC 


Dr. Henry Froehling, of Froehling & Robertson, Chemists, Richmond, Va., on 

October 30, 1914, collected in person water from Stafford Springs from which to 

make an exhaustive test. A complete report has just been made on the water—a 

report that justifies all the claims made of Stafford Water by its many friends. 
Dr. Froehling in his report comments as follows: 

“It has been shown that Radio Emmanations are very effective in Gout, Rheumatism, 
Sclerosis of the Arteries, and that the use of Radio Active water either by drinking or 
bathing, have a strong tendency to increase the activity of the kidneys and bladder. 
This has perhaps been no uncertain factor in producing the many cures of Nephritis 
and other kidney troubles credited to the Stafford Mineral Water. 


Stafford shipped in any quantity—handled by all druggists. 
We have excellent hotel accommodations at reasonable rates. 
STAFFORD MINERAL SPRINGS AND HOTEL CO., LTD. 


Operated by COLBURN, MORGAN COMPANY, 
VOSSBURG, MISS. 


Look for the RED HEART for genuine Stafford Water. Write for booklet and analysis 
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WE WILL GET THAT MONEY 
FOR YOU— 


quickly and easily and save you all the work, 
worry and expense. We have an extensive or- 
ganization whose entire energy centers solely on con- 
verting old bills into cash. This service costs you 
nothing in advance, nor at no other time unless we do 
actually collect your old accounts—and then only a 
reasonable commission. Read this Fellow-Doctor’s 
letter: 
“Perrin, Mo., May 1, 1916. 

“T am sure pleased with the way you have handled my 
accounts, and can cheerfully recommend your Company as 
being the most successful of any Company I have had to 
collect for me. JOHN KAY, M.D.” 


This Collection Agreement is the Fairest, 
Squarest you ever saw, and is endorsed by the 
leading Medical Publications, including the 
SOUTHERN MEDICAL JOURNAL. 


“T herewith hand you the following accounts, which are 
correct, and which you may retain six months, if neces- 
sary, with longer time under promise of payment. Com- 
mission on money paid either party to be 33 1-3%. I will 
report in writing on the fifth of each month any money 
paid direct to me. 

“In consideration thereof, you agree to strive persistently 
and intelligently to make these collections at no expense 
to me, and to issue statement on the fifteenth of each 
month provided you have received my report.’’ 

Send us your old accounts to cash, today. Further 
information supplied on request. 


PUBLISHERS ADJUSTING ASSOCIATION, 
Medical Dept.,, Desk Q., Midland Bldg., 
Kansas City, Mo., U.S. A. 

















tHE STORM BINDER ano 
ABDOMINAL SUPPORTER 


(PATENTED) 





No Leather, No Whalebones, No Rubber Elastics 
ashable as Underwear 


Adapted to use of Men, Women, Children and Babies 


For Hernia, Relaxed Sacroiliac Articulations,’ Float- 
ing Kidney, Low and High Operations, Ptosis 


Pregnancy, Pertussis, Obesity Etc. 

Send for new folder and testimonials of physicians. General 
mail orders filled at Philadelphia only--within 

twenty-four hours 

Katherine L. Storm, M.D. © B}j,Pismond Street 
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OatFood 


At Its Best 


Oat flakes are betterthan oatmeal 
—more luscious, more inviting. 


Big flakes are better than small 
flakes. Plump, full-grown grains 
have the richest flavor. Puny 
grains are underfed. 


Quaker Oats is always flaked 
from these queen grains only. We 
get but ten pounds from a bushel. 
When this extra quality costs no 
extra price, is it not advisable for 
all? 


Qualkxer 
Oats 


Queen Grains Flaked 


Scotch oats used to be the stand- 
ard. ‘Today Quaker Oats is the 
favorite. Evenin England it out- 
sells any other brand. So it is 
wherever there are oat lovers. 


It will be your favorite, also, 
when you know it. 


Regular package 10c 


Except in Far West and South 


The Quaker Oats @mpany 


Chicago (1260) 
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LOCAL ANAESTHETIC 


Also an Adjuvant to Ether and Chloroform 


IN GENERAL ANAESTHESIA 


**KELENE’”’ 


(PURE CHLORIDE OF ETHYL) 


FRIES BROS., Manufacturers, 92 Reade Street, New York 








Supplied in 
GLASS AUTOMATIC SPRAYING TUBES 





SOLE DISTRIBUTORS FOR THE UNITED STATES 


MERCK & CO., New York, Rahway, St. Louis 














SHERMAN’S 
BACTERINE 


Preparations with a record for 
RELIABILITY 
31 Different Varieties 


Typhoid Fever 


Yields more readily to 


Typhoid Vaccine 


than to any other remedy. When 
viven early it often aborts the 
course of the disease. 


Write for Literature. 


G. H. SHERMAN, M.D. 
Detroit, Mich. 


Daily users of Vaccines use SHERMAN’S 











50% Better 


Prevention Defense 


ae ee 


10. 


f ON S 


Indemnity 


All claims or suits for alleged civil malprac- 
tice, error or mistake, for which our contract 
holder, 

Or his estate is sued, whether the act or 
omission was his own, 

Or that of any other person (not necessarily 
an assistant o1 agent), 

All such claims arising in suits involving the 
collection of professional fees, 

All claims arising in autopsies, inquests and 
in the prescribing and handling of drugs and 
medicines. 

Defense through the court of last resort and 
until all legal remedies are exhausted 
Without limit as to amount expended. 

You have a voice in the selection of local 
counsel. 

If we lose, we pay to amount specified, in ad- 
dition to the unlimited defense. 

The only contract containing all the above 
features and which is protection per se. 


A sample upon request. 


The MEDICAL PROTECTIVE CO. 


of FT. WAYNE, IND. 
Professional Protection Exclusively 
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Hay Fever Vaccine Multord 


For the Prevention and Treatment of 


Hay Fever, “Fall” or “Autumnal” Type 





Hay Fever Vaccine “ Fall’? Mulford contains the protein 
extract from the pollens of ragweed, golden rod and maize, dissolved in 
physiological saline solution and accurately standardized, and may be 
used without preliminary diagnostic tests. If treatment does not give 
entire relief, skin tests may be made to discover possible hypersuscepti- 
bility to pollen not contained in the Vaccine. 

Noon, working in Sir Almroth Wright’s Laboratory, 
was the first to report successful results in the treatment or preven- 
tion of hay fever with subcutaneous injections of pollen extracts. Clowes, 
Lovell, Lowdermilk, Ulrich, Hitchens and Brown, Koessler, Manning, Cooke, 
Wood, Goodale, and many other scientists have amply confirmed Noon’s 
work. 

Hay Fever Vaccine “Fall” is furnished in: 

Packages containing 4 sterile glass syringes 

of graduated strengths, $5.00 
In single syringes “D” strength, 1.50 
Syringe A contains 0.0025 mg. extract of the pollen protein 
“ce B “ce 0.005 oc “ a) ay “ce 
“cc CG “ 0.01 “ ‘cc “c 6é “cc 
“ D “ce 0.02 “cc “ “cc “ “ce 


In ordering Vaccine for Hay Fever occurring during 


- the late summer specify *“‘ Hay Fever Vaccine ‘ Fall’ Type 


Mulford.” 


For Immunization against Hay Fever, first dose 
(Syringe A) should be given at least 30 days before expected 
attack, followed by B, C and D at five-day intervals. Syringe D strength 
Vaccine should be used at weekly intervals during the entire period of 
accustomed attack or until immunity is established. 

For Treatment of Hay Fever, the doses are given at five-day intervals, begin- 


ning with Syringe A, followed by B, C and D in order, followed with Syringe D at wee ly 
intervals during the entire period of accustomed attack, or until immunity is established. 


There are no contraindications to the therapeutic or prophylactic use of Hay 
Fever Vaccine Mulford so far asknown. A small percentage of patients may be hyper- 
sensitive to the protein extracts, in which case the doses may be accordingly reduced. 


Literature mailed upon request. 








sutFon, HH. K. Mulford Company = y4FOr, 
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WE HAVE A LIMITED SUPPLY 


SALVARSAN and NEOSALVARSAN 


ALL SIZES | 
We are offering these to the physicians 


If you wish to secure some of these articles write at once to” 





MOBILE - - - - - - - - ALABAMA 











HOTEL CUMBERLAND 


S. W. CORNER BROADWAY AT 54TH STREET, NEW YORK 

Near 50th Street Subway and 53d Street Elevated, and accessible to all surface lines 

Official Hotel American Automobile Association 

To physicians and their families the Hotel Cum- 
berland offers superior accommodations and serv- 
ice at reasonable rates. 

The location is exceptionally convenient and ac- 
cessible, affording quick access to the leading hos- 
pitals, medical schools and clinics, as well as to the 
principal theatres, stores, depots and parks. 

Rooms with adjoining Bath—$1.50 and up. 

Rooms with Private Bath—$2.00 and up. 

A hygienic hotel—no dust-trap carpets, but ori- 
ental rugs in all rooms and corridors. Only New 
York Hotel with window screens throughout. 

SEND FOR ILLUSTRATED BOOKLET 


HOTEL CUMBERLAND 


Under management of HARRY P. STIMSON 
NEW YORK 
NEAREST LARGE HOTEL TO NEW YORK POLYCLINIC 
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Welch’ 





















Cools, 
refreshes 
and 
sustains 


We will be glad to send 
our booklet, “The Food 
Value of the Grape.”’ 
Send 25c for sample pint | Ms 
bottle. Sa 





‘Tne Welch Grape Juice Company, Westfield, N 
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THE MOUNTAIN PARK HOTEL 


and 


HOT MINERAL SPRINGS BATHS 
At Hot Springs, N. 6. 


“In accessibility of location; in absolute freedom 
from dampness and fogs; in the perfect purity of 
its health=-giving atmosphere, and the beauty and 
grandeur of its surroundings, the North Carolina 
Hot Springs stand pre-eminent among health and 
pleasure resorts of America.” 

Golf—Tennis—Open Swimming Pool—Mountain 
Trails—Horseback Riding. 

The waters of these springs have been found to 
be highly beneficial in the cure of rheumatism, gout, 
rheumatic gout, kidney trouble, and all kindred 
ailments. Testimonials on application. 

UNDER ENTIRE NBW MANAGEMENT. 

For information and reservations write or wire 


FRED J. FULLER, Manager 
Mountain Park Hotel, Hot Springs, N. C. 




















Underwood 
Typewriter 





Holds first place in the estimation 
of largest corporations and 
most expert typists 


c00000 
SIMPLICITY 


FEATURES ] S25. .cy 


~ STABILITY 
oco0000 


‘*The machine you will eventually buy” 


Your 
Convalescent 
Patient 


will find the most ideal conditions for their 
rapid recovery at Grove Park Inn, in the 
mountains of North Carolina, 2,400 feet 
altitude. The cleanest and most sani- 
tary hotel in the world. Every dish boil- 
ed first in soap suds, then in boiling run- 
ning water, and sterilized with heat when 
dry. Even the silverware is boiled and 
sterilized. Normal foods, scientifically 
prepared, making the food as digestible 


‘as dietetic foods usually are. Tubercular 


persons not received under any circum- 
stances. 

The Inn is one and a half miles from 
the centre of Asheville, a city of 32,000. 
Finest physicians and surgeons within 
call. Hydrotherapeutic treatment and 
massage. Milk and cream from Biltmore 
dairies; water from mountain springs. 
Summer climate most agreeable and ex- 
hilarating. Altitude makes it cool. Blank- 
ets at night. Mosquitos unknown. For 
photographs and full information, call at 
the office of the Southern Railway. 














GROVE PARK INN 


Sunset Mountain 
ASHEVILLE, NORTH CAROLINA. 
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Glycerophosphate in Solution Change Chemically 


For protection against such instability we offer 


Tablets. Glycerophosphates Compound P-M Co. 


Each tablet contains: 
Sodium Glycerophosphate | gr. 
Calcium Glycerophosphate 2 gr. 
Iron Glycerophosphate 1-8 gr. 
Strychnine Alkaloid 1-120 gr. . 


ania ihe 


_ PITMAN-MOORE COMPANY 


INDIANAPOLIS 

















THE PHYSICIAN CAN RELY UPON 


HORLICK’S 


The Original Malted Milk 








as a protection against unsanitary milk 


Owing to the facilities possessed by the company to obtain 
clean milk throughout the year of uniform quality, as evi- 
denced by the careful selection of herds and stringent regu- 


lations that are in force in all of their dairies. 


HORLICK’S MALTED MILK is secure from contamination, is put up 
in sterilized containers, is constant in composition, and is easily kept 
In any home in the hottest weatner without deteriorating. 


It makes possible the carrying-out of a progressive method of 
feeding that conserves the best interests of the weakest baby. 


See that your patients get “HORLICK’S” the original and thus avoid substitution 


HORLICK’S MALTED MILK COMPANY 
Racine, Wis. 


~ 
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erilized Solutions in 
Glaseptic Ampoule 


Seats IN AMPOULES have received the approval 
of the foremost physicians and surgeons of America and 
Europe. They have many advantages over solutions prepared 


in the ordinary manner. 


. They are always ready for use. It is no longer neces- 
sary (as in making up solutions from powder or tablet) to 
wait until water can be sterilized and cooled. 


2. The solution is accurately adjusted to contain a specific 
amount of medicament in each milliliter (Cc.), thus insuring 


accuracy of dose. 


3. The solution is asepticised by heat or by filtration 
through porcelain, as its nature demands. 


4. The drug is treated with the most suitable solvent, 
whether that be olive oil, distilled water or physiologic salt 
solution. 


5. The hermetically sealed container protects the contents 


from bacterial contamination and from oxidation. 


6. The actinic effect of light is prevptitad by the impervi- 
ous cardboard carton in which the ampoules are supplied. 


Solutions in ampoules, in a word, are convenient in form, 


definite in quantity, accurate in dose. 


ASK FOR THIS BOOK. 


We have just brought out a new edition of our “Ampoules”™ 
brochure. The booklet comprises 70 pages in addition to the 
cover. It contains a full list of our Sterilized Solutions, with 
therapeutic indications, descriptions of packages, prices, etc. 
It has a convenient therapeutic index. It includes a useful 
chapter on hypodermatic medication. Every physician should 
have this book. A post-card request will bring you a copy. 


PARKE, DAVIS & COMPANY 


Home Offices and Laboratories, Detroit, Michigan. 

















